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For fewer transfusions ... 


clearer operative field... 


less postoperative nursing... 


drenosem 


SALICYLATE 


(Brand of carbazochrome salicylate) 


The patient, surgical team and nursing staff all benefit when Adrenosem is part 
of the preoperative routine because it helps maintain capillary integrity. 


Adrenosem decreases excessive capillary permeability and promotes retraction 
of severed capillary ends, thus diminishing excessive bleeding. This conserves 
the patient’s own blood so less is needed from the blood bank. Since the operative 
field is clearer, surgical procedures are facilitated and operating time shortened. 
In the postoperative period, reduction in seepage and oozing means fewer calls 
on the nursing staff. 


At recommended dosage levels there are no contraindications. The safety and 
effectiveness of Adrenosem have been proved in over seven years’ use... fifteen 


million doses . . . thousands of hospitals. 
*U.S. Pat. Nos. 2581850; 2506294 


THE s. E. MASSENGILL COMPANY 


Bristol, Tennessee e New York e Kansas City 


SUPPLIED: For oral administration 
—Tablets: 1 mg. (s.c. orange), bot- 
tles of 50, and 2.5 mg. (s.c. yellow), 
bottles of 50. Syrup: 2.5 mg. per 5 
cc. (1 tsp.), bottles of 4 oz. 


For I.M. injection—Ampuls: 5 mg., 


1 cc., packages of 5 and 100; 10 
mg., 2. cc., packages of 5. 


Write for detailed 
literature and dosage 
information. 


San Francisco 





eile wn 


Resurrection Hospital in Chicago, Illinois uses a 60-ton capacity Carrier absorption unit powered by steam srom a 


gas-fired boiler to supply chilled water for air conditioning. Architect: Schmidt, Garden & Erikson, Chicago, IIl. 


In hospitals from coast to coast...GAS and CARRIER 
absorption refrigeration cut the cost of year ’round air conditioning 


Now you can air-condition your hospital all year 
round with only one source of energy for both heat- 
ing and cooling... your gas-fired boiler. That’s the 
cost-cutting beauty of Gas-operated Carrier absorp- 
tion refrigeration. 

The Carrier absorption unit has no major moving 
parts. No prime mover is needed. Quietly, efficiently 
it converts steam or hot water from a gas-fired 
boiler into chilled water for cooling air in summer. 
The same boiler delivers steam for heating in win- 
ter. All year long it supplies steam 

for sterilizers, laundry and other 

hospital needs, using seasonably idle 

orexcess boiler capacity. Andthrifty 

gas keeps fuel costs low. 

Put your heating system on a year 

’round paying basis now with Gas- 

operated Carrier absorption refrig- 

eration. For details, call your local 

Gas Company, or write to Carrier 

Corporation, Syracuse 1, New York. 

American Gas Association. 
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St. Margaret’s Hospital, Montgomery, Ala. « Clarke County Memorial Hos- 
pital, Arkadelphia, Ark. * Jefferson County Memorial Hospital, Pine Bluff, 
Ark. ¢ Helena Hospital, Helena, Ark. * Sparks Nursing Home, Fort Smith, 
Ark. * Huntington Hospital, Pasadena, Calif. * Orthopedic Hospital, Los 
Angeles, Calif. * St. Joseph’s Hospital, Phoenix, Ariz. « Baptist Memorial 
Hospital, Jacksonville, Florida « St. Vincent’s Hospital, Jacksonville, Flo- 
rida « Lakeland General Hospital, Lakeland, Florida * N. E. Florida State 
Hospital, MacClenny, Florida * The Henrietta Egleston Hospital for Chil- 
dren, Emory University, Ga. * St. Joseph’s Infirmary, Atlanta, Ga. * Emory 
University, Emory, Ga. « Talmadge Memorial, Augusta, Ga. * St. Johns 
Hospital, Springfield, Ill. * Memorial Hospital, Springfield, Ill. « Frank 
Cuneo Memorial Hospital, Chicago, Ill. « Illinois Masonic Hospital, Chicago, 
lll. * Mount Sinai Hospital, Chicago, Ill. * Resurrection Hospital, Chicago, 
Ill. « South Shore Hospital, Chicago, Ill. * Charity Hospital, Lake Charles, 
La. « New Iberia Hospital, New Iberia, La. * Natchitoches Parish Hospital, 
Natchitoches, La. * Mercy Hospital, New Orleans, La. * Jefferson Davis 
Memorial Hospital, Natchez, Miss. * Trinity Lutheran Hospital, Kansas 
City, Mo. ¢ Freeman Hospital, Joplin, Mo. « St. Lukes Hospital, Kansas 
City, Mo. « North Kansas City Hospital, N. Kansas 
‘ity, Mo. « St. Catherine’s Hospital, Omaha, Neb. ¢ 
»ses H. Cone Memorial Hospital, Greensboro, N.C. 
orth Carolina Baptist Hospital, Winston-Salem, 
N. C. ¢ Lutheran Hospital, Cleveland, Ohio « St. 
Ann's Hospital, Columbus, Ohio « Hillcrest Medical 
Center, Tulsa, Okla. * St. Francis Hospital, Tulsa, 
Okla. « St. Anthony’s Hospital, Oklahoma City, Okla. 
¢ University of Oklahoma Hospital, Oklahorna City, 
Okla. « Baptist Memorial Hospital, Oklahoma City, 
Okla. « Mercy Hospital, Oklahoma City, Okla. * Co- 
lumbia Hospital, Wilkinsburg, Pa. * South Carolina 
State Hospital, Columbia, S. C. * Self Memorial Hos- 
pital, Greenwood, S. C. * University of Tennessee 
Hospital, Knoxville, Tenn. * Dyer County Hospital, 
Dyersburg, Tenn. « St. Mary’s Hospital, Humboldt, 
Tenn. *« Flow Memorial Hospital, Denton, Texas « 
Collin Memorial Hospital, McKinney, Texas * Arling- 
ton Memorial Hospital, Arlington, Texas * Gaston 

Avenue Hospital, Dallas, Texas. 


_ FOR HEATING & COOLING 
ul GAS IS GOOD BUSINESS! 
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QUALITY / MESEARCH / INTEGRITY 














wan important solution & Staphylococcus resistance to 


Vancocin has not been 
a clinical problem 


in the management 
of resistant 
staphylococcus infections 


10,000 


pum = Penicillin (131,056-fold increase) 
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(vancomycin, Lilly) 


DEVELOPMENT OF RESISTANCE BY STAPH. AUREUS TO ‘WAN 
COCIN AND PENICILLIN—Development of resistance to Vancocin ha 


t yet been demon 


Vancocin is bactericidal in readily achieved serum 
concentrations. 

Vancocin is effective against antibiotic-resistant gram- 
positive pathogens. Cross-resistance does not occur. 
Vancocin averts the development of antibiotic-resist- 
ant organisms. 

Supplied: 

Only as Vancocin, I.V., 500 mg., in 10-cc. rubber-stoppered am- 


poules. Before administration, the physician should consult essen- 
tial information contained in the package. 
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me 


P9322 P9324 P9323 


Valette®—P9321, etc. Valette occupies only 4 square feet of floor space, 


yet provides individual wardrobe for shoes, over-night case, etc. 


Available 


in a choice of models including two with retractable over-bed leaf. 


All models have wardrobe space with hanger rod, 2 


2 double hooks, etc. 


Choice of beautiful finishes. (Pat. Pending 


Queen of Angels Bedside Cabinet—Hi-Low Model—P9317. 
Has large, roomy drawer; large compartment for utensils; 
over-bed leaf swings out of retracted position over the bed. 
Adjusts vertically from high of 50” to low of 2914”. 

Queen of Angels Bedside Cabinet— Standard Model— 

P9315 (inset). Over-bed leaf has range of height adjustment 
suitable only to standard hospital beds. 


Amp Electric Bed—P9730. Embodies 15 innovations, 
representing major departures from conventional beds. 
Provides total automation. Mechanism completely enclosed; 
no springs—easy to clean. A higher high; a lower low. 
Patient can make all adjustments or be denied control. 
Takes all accessories. Choice of finishes. 
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TRENDS In Patient Room Furnishings 


Save Valuable Floor Space —Achieve New and Distinctive Effects in Interior Design. 


Hospitals, like people, assume a certain distinctive 
character or individuality which can be favorable or 
unfavorable from the viewpoint of the public. 

Many hospitals have found that a slightly out-of- 
focus image can be corrected by creative equipment 
selection and arrangement, embodying the best prin- 
ciples of modern interior design. 


Custom-designing An Impression. The 


most lasting memories impressed upon the mind of 


patient or public are visual. The apparent size of the 
room, its drapes, furniture, walls, etc. These are things 
that can be controlled from start to finish, as many 
hospitals have learned; and, by this means, the exact 
impression they wish to make upon public, patient 


and their own staff alike is likewise controlled. 


Equipment—Important Element of De- 
sign. Equipment selection and arrangement is the 
most important means of creating hospital interiors 
of outstanding distinction and merit. Our new Valette, 
for example, is often selected because it eliminates the 


old wardrobe that occupied so much floor space, as 


Eliminate loose furniture and old-fashioned sinks 
with these custom-built wardrobes and casework 
units, which combine wardrobe, vanity, sink, dresser, 
lockers and linen storage. May be recessed in the 
wall. Available for private, semi-private, three- or 


four-bed rooms. Select any part or complete facilities. 
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well as the large, old-fashioned dresser. The patient 
is both amazed and pleased that his entire belongings 
can be kept together at his bedside along with the 


usual hospital utensils, etc. 


The Queen of Angels Hi-Low Bedside Cabinet is 
another excellent example of equipment designed to 
save space, yet embody the functional convenience 


that nurses and patients appreciate so much. 


Color and Texture. Color and Texture are 
the most important tools used by the interior de- 
signer in establishing the all-important esthetic values 
which are receiving more and more attention in 
modern planning. These are inescapable, and must be 
dealt with wherever they are found in equipment, 
floor, walls, drapes and accessory items. They can be 
changed or altered without limit, but decisions must 


be made. 


Selection and arrangement of colors and textures 
should be left to those experienced in this field, if the 
most desirable results are to be expected. This is, in 


fact, a specialized field in itself. 


Let Aloe Help You Plan. Aloe Equipment 
Planning and Interior Design Department is staffed 
by consultants experienced in all aspects of interior 
design and are available to assist you at all times. 
Our planning staff is prepared to suggest equipment 
lists and work directly with you in achieving custom- 


type interiors suitable to your hospital alone. 


Write or éeé your Aloe Representati for complete details. 


OUR 100TH 


World’s Foremost Hospital Supplier 


A. S. ALOE COMPANY 


DIVISION OF BRUNSWICK CORPORATION 


1831 Olive Street, St. Louis 3, Mo. 


FULLY STOCKED DIVISIONS COAST-TO-COAST 








Mr. Fanshaw had a 
Space-Age Problem 


Mr. Fanshaw was concerned over the 
conquest of space. Actually, it was lack 
of space that disturbed him. 


His store room was jammed to the gills 
with drum upon drum of Floor Cleaners. 
One for asphalt tile, one for rubber, an- 
other for terrazzo floors. Sometimes labels 
peeled off or became illegible and a clean- 
ing crew used the wrong drum. Then 
Mr. Fanshaw really had a problem. 


TEXINOL to the Rescue 


One day a LEGGE Man called and suggested he use TEXINOL, 
the one Cleaner that does a bang-up job on a/l floors. TEXINOL 
is recommended for any surface that can’t be harmed by 
water. Besides all types of flooring, that includes metal 
cabinets, tile walls, lavatories and office furniture. Leaves no 
soapy film. Needs no rinsing. Can’t scratch or mar. 


Like other Maintenance Chiefs in leading hospitals and 
industrial buildings, Mr. Fanshaw now uses TEXINOL exclu- 
sively. His space problem is solved. What's more, he has the 
cleanest floors in town! Get the full story on TEXINOL from 
your Lecce Floor Specialist. No obligation. Or clip the 
coupon today. 





‘Lte 
° 
Walter G. LEGGE Company, Inc. J ~™ 
Dept. H-1, 101 Park Ave., New York 17, N. Y. 
Branch offices in principal cities. 
In Toronto — J. W. Turner Co. 








Send full information on Texinol, the all-purpose Cleoner. 


Nome 





Hospital 


Address 


City 





hashital asseciation meetings 


AMERICAN HOSPITAL ASSOCIATION 
NATIONAL MEETINGS 
1961 


Midyear Conference of Presidents and Secretaries, 
ago (AHA Headquarters) 
28—63rd Annual Meeting, Atlantic City (Conventic 


MEETING AND INSTITUTE 
CALENDAR 
THROUGH JUNE 1961 


Cimerioan Hospital sano ace ventana are in SAS ype. 
Meetings of other hosy ns a SHTF 
Other organizations in the health field are en in ITALICS.) 


JANUARY 


Puerto Rico Hospital Association 
ciation Bldg.) 
Evening and Night Nursing Service Administration, Tulsa, 
Okla. (Mayo Hotel 
Nurse Anesthetists, 
0 Labor Relations, Bostc I 
Alabama Hospital Association, Montgomery (Whitley Hot 
National Association of Private Psychiatric Hospitals, 
Scottsdale, Ariz. (Safari Hot 
27 Hospital Purchasing, Minne 
“eb. 3 American Protestant H« 
(Muehlebach Hotel) 
30-Feb. 3 Central Service Administration, Boston (Son 


FEBRUARY 


2-4 American College of Hospital Administrators, 
nual Congress on Administration (? 
7 American Medical Aamoctation, 
tion and Licensure, icag 

-10 Comamunity Relations 6g * Hospital pr vr 
(AHA Headquarters) 

13-16 Association of Operating Room Nurses, 
(Whitcomb Hotel) 
] eos | Department Administration, Oklahoma 


ma-Biltmore Hotel) 


Hotel) 

| Management Development, 
quarters) 

3 Nursing Service Administration, 


MARCH 


3-16 National Health Council, National Healt! 
City (Waldorf-Astoria) 
6-8 Hospital Law, Austin, Tex. (Commodore 
6-10 Hospital Purchasing, F 1 
16 Wisconsin Hospital 
Hotel) 
20-22 Personnel Administration (Basic), 
quarters) | 
20-22 New England Hospital Assembly, Bostor 
20-23 Sunaatens Nursing Administration, 
Hilton Hotel) 
Kentucky Hospital Association, Lexington 
Georgia Hospital Association, Atlanta (Biltm 
Methods Improvement (Advanced), 
quarters) 


APRIL 


4-7 Ohio Hospital Association, Columbus 
5-7 Capital Financing of Hospitals, 
quarters) 
10-14 National League for Nursing, 
Statler Hotels) 
12-14 Labor Relations, Chicago | 
13-14 Carolinas-Virginias 
Roanoke) 
9-21 Quebec Hospitcl Associat 
Hotel) 
(Continued on page 103) 
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lelp to reduce transfer 
of oral pathogens ”=2""%.. 


) this is an 

+ exclusive, specially 
} priced hospital, 
a plan. 





BEDSIDE BOTTLE 


antibacterial mouthwash / gargle 


Hospital Department C-2 
The Wm. S. Merrell Company 
Cincinnati 15, Ohio 


I would like to receive... 


e destroys wide range of oral bacteria on 
contact e improves oral hygiene of bedfast 
patients e overcomes unpleasant taste 
promotes sweeter breath e has a clean, re- 
freshing taste that lasts e a service patients 
appreciate e saves pharmacists’ and nurses’ 
time 


[| A complimentary sample of Cépacol 


[] Professional literature on Cépacol 


Name 





for full details see your Merrell representative 
or write Hospital Department in care of Merrell 


Position 





Address 





City Zone State 





THE WM. S. MERRELL COMPANY 
CINCINNATI, OHIO ¢ 8ST. THOMAS, ONTARIO —" 


TRADEMARK: CEPACOL B® 


raavenann: cfeacor® ho oe oo oe oe ee oe ee ee es ld 
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officens, 


trustees and councils 





OFFICERS 


President 


Frank S. Groner, Baptist Memorial Hospital, Memphis 


3, Tenn 


President-Elect 


Jack Masur, M.D., Clinical Center, National Institutes 
of Health Sethesda 14, Md 


Immediate Past President 


Russell A. Nelson, M.D., Johns Hopkins Hospital, 


Baltimore 5 


Treasurer 

John N. Hatfield, Passavant Memorial Hospital, Chicago 

11 

Executive Vice President 

Edwin L. Crosby, M.D., 840 North Lake Shore Drive, 
Chicago 11 

Secretary 


Maurice J 
Chicago 11 


Norby, 840 North Lake Shore Drive, 
Assistant Secretary 


James E. Hague, 840 North Lake Shore Drive, Chicago 


Assistant Treasurer 
John E. Sullivan, 840 North Lake Shore Drive, Chicago 
ll 
BOARD OF TRUSTEES 
Frank 8 
Tenn 
Passavant Memorial Hospital, Chicago 


Chairman Groner, Baptist Memorial Hos- 
pital, Memphis 

John N. Hatfield 
11 

Jack Masur, M.D., Clinica! Center 
of Health, Bethesda 14, Md 

Russell A. Nelson, M.D Johns 


Baltimore 5 


National Institutes 


Hopkins Hospital, 


Term Expires i¥o: 


D. R. Easton, M.D 
ton, Alta 

Hilda H. Kroeger, M.D 
pital, Piitsburgh 13 

Clarence E. Wonnacott Latter-day 
Salt Lake City 3, Utah 


Royal Alexandra Hospital, Edmon- 


Elizabeth Steel Magee Hos- 


Saints Hospital, 


Term Expires 1962 


George T. Bell, Hospital Service Association of North- 
eastern Pa., Wilkes-Barre, Pa 

Philip D. Bonnet, M.D., Massachusetts Memorial Hos- 
pitals, Boston 18 

James M. Daniel, Columbia Hospital of Richland County, 
Columbia, 8.C 

Stanley A. Ferguson 
Cleveland 6 


University Hospitals of Cleveland, 


Term Expires 1963 
Donald W. Cordes, Iowa Methodist Hospital 
14, Iowa 
Rey. John J. Humensk Ph.D Cath 
Bureau, Diocese of Cleveland, Cleveland 
m 8. McNary, Michigan Hospital Serv 


Boone Powell, Baylor University 
Dallas, Dallas 10, Tex 


Medical Center 


Coordinating Council 


Chairman: Jack Masur, M.D., Clinical Center, Na- 
tional Institutes of Health, Bethesda 14, Md 

J. *Milo Anderson, Presbyterian Medical Center, San 
Francisco 15 

Robin C. Buerki, M.D 

George E. Cartmill 

Dean A. Clark, M.D 
Boston 14 

John A. Dare, Virginia Mason Hospital 

Frank 8S. Groner 
3, Tenn. 

T. Stewart Hamilton, M.D., Hartford Hospital 15, Conn 

Mrs. Harry Milton, Jewish Hospital of St. Louis Aux- 
iliary, St. Louis 10 


Henry Ford Hospital, Det 
Harper Hospital, Detroit 1 
Massachusetts General Hospital, 


Seattle 1 
Baptist Memorial Hospital, Memphis 


Council on Administrative Practice 


Chairman: George E. Cartmill 
troit 1 


Harper Hospital, De- 


Term Expires (96! 

Mark Berke, Mount Zion Hospital and Medical Center, 
San Francisco 15 

James M. Crews, Methodist Hospital, Memphis 4, Tenn. 

William K. Klein, Long Island College H spital, Brook- 
lyn 1, N.Y. 


8 


Term Expires 1962 

George W. Graham, M.D., 
8, N.Y 

Victor F. Ludewig 
pital, Washington 7 

Russell H. Miller, University of Kansas Medical Cen- 

ter, Kansas City 12 


rge Washington University Hos- 


Kans 

Term Expires 1963 

Alvin J. Binkert, Presbyterian Hospital in the City 
New York, New York 32 

John M. Danielson, Evanston Hospital, Evanston, Il 

Jack A. L. Hahn Methodist Hospital 
of Indiana, Indianapolis 7 


(vice chairma» 


Secretary: William T. Middlebrook Jr., 840 North Lake 
Shore Drive, Chicago 11 


Council on Association Services 


Chairman: John A. Dare, Virginia Mason Hospital, 


Seattle 1 
Term Expires 1961 


Avery M. Millard, California Hospital Association, San 
Francisco 2 

Sister Rose Marie (vice 
College, Yankton, S. Dak 

Re Granger Westberg, University 


Chicago 37 


chairman), Mount Marty 


Term Expires 1962 
William 8S. Brines, Newton-Wellesley H 
ton Lower Falls 62, Mass 
Gilbreath Arkansas Baptist Hospital, Little 
Ark 
Lubben 


Kadlee Methodist Hospital, Richland, 


Term Expires 1963 

Gene Kidd, Baptist Hospital, Nashville 4, Tenr 

Stuart W. Knox, Connecticut Hospital Association, New 
Haven 11, Conn 

ta W. Martin, Ontari 
to 7, Ont 


Hospital Association, Toron- 


Secretary: Jack W. Owen, 840 North Lake Shore Drive, 


Chicago 11 


Council on Blue Cross, Financing 
and Prepayment 


Chairman: J. Milo Anderson, Presbyterian Medical 
Center, San Francisco 15 

Term Expires 1961 

N. D. Helland 

Fredric P. G 
Des Moines 

John H 


Group Hospital Service, Tulsa 1, Okla 
Lattner, Hospital Service, Inc. of Iowa, 
7, Iowa 
Zenger, Utah Valley Hospital, Provo, Utah 
Term Expires 1962 
H. A. Schroder, Blue Cross of Florida, Inc 
el, Fla 
Robert M. Sigmond, Hospital Council of Western Penn- 
Pittsburgh 13 
Shannon West Texas Memorial 
San Angelo, Tex 
Term Expires 1963 
Robert T 
90 
hn R. Mannix (vice 
Northeast Ohi 
K. Swansor 


Jackson- 


sylvania 


Terrell 


Evans, Hospital Service Corporation 


chairman), }¥ Cross f 
Cleveland 15 


Swedish Hospital, Minneapolis 4 


Secretary: Maurice J. Norby, 840 North Lake Shore 
Drive, Chicago 11 


Council on Government Relations 
Chairman: Robin C 
pital, Detroit 2 

Term Expires 196! 

Re Stephen K. Callahan 
pital, Providence 4, R.I 

Kenneth J. Holmquist, Bethesda Hospital, St. Paul 3 

William L. Wilson (vice chairman), Mary Hitchcock 
Memorial Hospital, Hanover, N.H. 

Term Expires 1962 


Buerki, M.D., Henry Ford Hos- 


Our Lady of Fatima Hos- 


w Earngey Jr., 
Clyde L. Sibley 
ngham 11, Ala 

W. W. Stadel, M.D., San Diego County General Hos- 
pital, San Diego 3, Calif. 

Term Expires 1963 

Louls B. Blair, St 
Iowa 

Carl C. Lamley, Stormont-Vail Hospital, Topeka, Kans 

James P. Richardson, Presbyterian Hospital, Charlotte 
. Seo 


Harris Hospital, Fort Worth 4, Tex. 
3irmingham Baptist Hospitals, Bir- 


Luke’s Hospital, Cedar Rapids, 


Secretary: Kenneth Williamson, Washington Service 
Bureau, Mills Bldg., 17th St. and Pennsylvania Ave., 
N.W., Washington 6 
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Ellis Hospital, Schenectady 


ASSOCIATION 


Council on Hospital Auxiliaries 


Milton 
Louis 10 


Chairman: Mrs. Harry 
St. Louis Auxiliary, St 


Jewish Hospital of 


Term Expires 1961 
Mrs imb ‘or y, Ladies Auxiliary 
Ky 
Women's Auxiliar Can 
Hospital, Cambridge, Minn 
Scharbau, Rockford Memorial 
Rockford, Ill 
Term Expires 1962 
Mrs. Robert N. Carson, New Rochelle 
for Service, Inc New Rochelle, N.Y 
Max L. Hunt, Yakima Valley Memorial 
Yakima, Wash 
Melba Powell (vice chairman), Coahoma 


pi W en's Auxiliary, Clarksdale 


Auxiliary 


Hospital) League 


Term Expires 1963 


Mrs, Howard Barker, Latter-day Saints 

iliary, Salt Lake City 3, Utah 

Mrs. Vivien Ross, Royal Victoria Hospit 
2, Que 

Richard O. West, Norwalk Hospital, Norwalk 

Secretary: Patricia Sussmann, 840 North Lake 
Drive, Chicago 11 


Council on Professional Practice 


Chairman: T. Stewart Hamilton, M.D., Hartf 


pital, Hartford 15, Conn 
Term Expires 1961 
Leonard ©. Bradley, M.D 
tal, Winnipeg 3, Mar 
I). Vanderwarker, Memorial Center for Cancer 
Diseases, New York 1 


Winnipeg General Hospi 


University 


ilson, M.D. (vice chairman), 
tal, Jackson 5, Miss 


Term Expires 1962 
Henry T. Clark Jr., M.D., 
] hapel Hill, N.¢ 
Hauge, R.N 
Veterans Admir 
1 M.D., Society 
York 21 


University 


Term Expires 1963 
1 R. Hanson, Emanuel H 
id Litt r, M.D., Jewist 
Jame T. MeGibon Mé 


General, Department of the 


Secretary: Madison B. Brown, M.D 
Shore Drive, Chicago 11 


Council on Research and Education 
Chairman: Dean A. Clark, M.D., 


eral Hospital, Boston 14 


Massachusetts 


Term Expires (961 
Det rse M.D Se. D s 
Research 2 Education, San Ant 


Jr., Hahnemar H 


Stephar vice chairman), 
Minneapolis 14 
Term Expires 1962 
Charles D. Flagle, Jchns Hopkins Hospital, Baltin 
Walter J. McNerney, University of Michigan School of 
susiness r i Mich 
Andrew Pattull : K. Kellogg Foundatior 
Creek, Mich 


Battle 


Term Expires 1963 

Orville N th, St 
Franciscc 

G. Halsey int, M.D 
Sethesda 1 

Robert E 


ville, 8 


Francis Memorial Hospital, San 
National Institutes of Health 


Greenville General Hospital 


Green 


Secretary: Ri 


r Johnson, 840 North Lake Shore 
Drive, Chicago 11 


Executive Staff 


Edwin L. Crosby, M.D 
Maurice J. Norby 


director 
deputy 
Kenneth Williamson, associate director 


Madison B 


director 


Brown, M.D., associate director 
James E. Hague, assistant director 
Richard L. Johnson, assistant director 
J. Lanigan, assistant director 
Mahoney, M.D., assistant director 


Sullivan, controller 
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delivery room devices 


ASTIBELL disposable circumcision bell may be 
applied at birth in 2 to 3 minutes, minimizes 
a of hemorrhaging. Eliminates later 
need for second room, nursing assistance, ster- 
ile pack. Hemostats and scissors are only in- 
struments required. No dressings or post oper- 
ative care needed. Bell drops off in 5 to 8 days 
leaving clean, well-healed line of excision.° 
®°Kariher, D. H.; Smith, T. W. Immediate Circumcision of 

the Newborn. Obs. & Gyn., 7:50, Jan., 1956 


BORD-CLAMP seals any size umbilical cord over 
safe quarter-inch area, eliminates hemorrhag- 
ing and seepage.t Easily applied with one 
hand, requires no tools. Maintains constant 
pressure as the cord shrinks. No belly band 
or dressings needed. Blind catch and serrated 
edges prevent accidental release or slipping. 
Nylon clamp is autoclavable and disposable. 


*Kariher, D. H.; Smith, T. W. Personal correspondence, 
1959 


write for samples and /iterature a | | ® 
833 North Orleans Street Ho S ] CR 
ED 


Chicago 10, Illinois INCORPORAT 
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Now-sterile abdominal pad 


in $-E Pack...for complete sterility 
all the way to the wound 


(A LOW-COST, COMMON-SENSE DEFENSE AGAINST STAPH INFECTIONS) 


In one simple motion Curity S-E Pack opens 
(without scissors or string) and applies a 
totally aseptic pad to the patient—never touch- 
ing torn, unsterile edges. 


The S-E Pack is a significant advance in aseptic 
dressing technique. And now it’s available in an 
abdominal pad. 

The new S-E Pack offers the ultimate in ease of 
application. It enables you to deliver a totally ster- 
ile dressing to the wound—without fumbling, drop- 
ping or contaminating the pad with fingers or pack 
edges. 

Another distinct benefit of the S-E Pack is its 
economy. A saving of time and action, plus fewer 
dressings. You can use one pack instead of a stack. 


Curity | 


1. Simply peel back 2. Dressingis tucked 3. Other hand is free 
one flap and dress- in pocket... easy to to apply sterile dress 
ing is ready to apply. reach with one hand. ing to the wound. 


Sterile abdominal pads come in three sizes: 9” x 5” 
—7\%" x 8”—10” x 8”. Cover sponges and gauze 
sponges are also available in S-E Pack, in a variety 
of sizes. Call your Curity representative for com- 
plete details about the improved asepsis and out- 
standing economy of S-E Pack. 


THE K EN DALAL company 


BAUER & BLACK DIVISION 
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New S-E* Pack quickly “iy 
delivers a sterile dressing 
right to the wound. 


/ 
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Absorbable Hemostati¢ 


OXYCEL (oxidized cellulose, Parke-Davis) produces prompt hemostasis 
in capillary and other small-vessel bleeding not controllable by con- 
ventional surgical methods. Applied directly from container, OXYCEL 
readily conforms to all wound surfaces ...shortens operative procedures 


and helps to prevent postoperative hemorrhage. 


practical forms for every surgical need 
Sterilized, gauze-type,-3” x 3” 8-ply pads, and 4” x 12” B-ply pads 
Sterilized, cotton-type, 2%” x 1” x 1” portions 
Nica elipAnen 4-ply, gauze-type strips, 5” x %"; 18” x 2”; 36” x 
and 3 yd. x2". pleated iv accordion fashion 
Sterilized, 1-ply, gauze-type discs, 5” and 7” diameter 
conveniently folded in radially fluted form 


Supplied in individual glass containers 








promptly! 
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introducing the authohs — 


Charles E. Burbridge, Ph.D., super- 
intendent of Freedmen’s Hospital, 
Washington, D.C., reports the re- 
sults of a survey 
of 400 hospitals 
concerning hos- 
pital purchasing 
and procure- 
ment practices 
(p. 58). 

Dr. Burbridge 
has been as- 
sociated with @ 
Freedmen’s [ig 
Hospital for the DR. BURBRIDGE 
past 18 years; 
he served as assistant superintend- 
ent for four years before being ap- 
pointed superintendent in 1946. 

After graduation from Talladega 
(Ala.) College, Dr. Burbridge 
pursued graduate work in social 
service administration at the Uni- 
versity of Chicago. He served as 
a case worker for five years before 
entering the hospital field. 

Dr. Burbridge has been an 
active participant in hospital as- 
sociation activities. He currently 
serves as an alternate delegate to 
the American Hospital Association 
House of Delegates and as a mem- 
ber of the AHA Committee on 
Purchasing, Simplification and 
Standardization. This year he will 
be installed as president of the 
District of Columbia Hospital As- 
sociation. 

He is a fellow of the American 
College of Hospital Administrators 
and the American Public Health 
Association. 

Dr. Burbridge hold’s a master’s 
degree in hospital administration 
from the University of Chicago 
and a doctorate in hospital admin- 
istration from the State University 
of Iowa. 

Frederic C. LeRocker discusses hos- 
pital administration in Europe, 
where there is no counterpart to 
the American hospital administra- 
tor (p. 47). Mr. LeRocker is di- 
rector of the Sloan Institute of 
Hospital Administration, Graduate 
School of Business and Public Ad- 
ministration, Cornell University, 
Ithaca, N.Y. 

Prior to entering the hospital ad- 
ministration field 11 years ago, Mr. 
LeRocker held assignments in the 
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foreign trade department of an oil 
corporation in Greece, Lebanon, 
Bulgaria, Palestine and Transjor- 
dan. In 1949 he left his position as 
assistant general manager of the 
corporation’s Middle East division 
to pursue studies at the University 
of Minnesota for a master’s degree 
in hospital administration. 

He served his administrative 
residency at the Vancouver (B.C.) 
General Hospital before being ap- 
pointed assist- 
ant administra- 
tor of the San 
Jose (Calif.) 
Hospital. In 
1953 he joined 
the staff of the 
Memorial Cen- 
ter for Cancer 
and Allied Dis- 
eases in New 
York as asso- 
ciate general 
manager. From 1955-57 he served 
as director of the center’s support 
activities. 


MR. LeROCKER 





A fellow of the American Col- 
lege of Hospital Administrators, 
Mr. LeRocker currently serves as 
a member of the college’s article 
award committee and its board on 
administrative development. 

He is also a member of the board 
of directors of the Central New 
York Regional Hospital Council, 
Syracuse, and of the Near East 
Foundation. 

Geraldine Skinner, R.N., discusses 
the nurse’s role in preventive and 
restorative care of patients with 

acute and 
chronic disease 
(p. 52). 

Miss Skinner 
currently serves 
as director of 
nursing service 
at Rancho Los 
Amigos Hospi- 

& tal, Downey, 
1 Se ae fae Calif., a chronic 
disease unit of 
the Los Angeles 
County Hospital System. She also 
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FIRST CHOICE OF THE FIRST HOSPITALS—SINCE 1909 


*A stitch in Time 


Is a motto 


“A Diack Control 


Has a meaning just as clear! 


Get back to first principles of cleanliness and sterility and you 
will control the staph problem. 


SMITH & UNDERWOOD, Royal Oak, Michigan 
Sole manufacturers of Diack Controls and Inform Controls 





A 


Stitch in Time 


saves nine” 


we always hear. 


used every time” 








First from American 





New ideas, 
new products 
or 


obstetrics... 


through one service expert! 


Owen Trimble 
American representatives understand obstetrics hospital execut 
needs. They offer valuable experience and expert counsel in 
every hospital area ...and the widest, most complete selec- 
tion of products and services in the field. You can rely on 
American’s reputation for quality and for prompt, depend- 
able delivery. Your man from American is dedicated to 
your hospital’s best interests . . . call him with confidence. 


The First Name 
in Hospital Supplies 


2020 RIDGE AVE., EVANSTON, ILLINOIS Regional Offices: Atlanta « Boston « Chicago « Columbus « Dallas 


Flushing 58, L. I., N. Y., U. S. A. In Canada—Fisher & Burpe, Division of American Hospital Supply Corporation (Canada) Limited, 





Export Department: 















Hospital Supply = 


Kansas City « Los Angeles *« Miami « Minneapolis *« New York « San Francisco Washington 
Winnipeg 12, Manitoba. In Mexico imann-Pinther & Bosworth, S, A., Mexico 1, D. F., Mex 





Manually Operated Now 


... Hasy Conversion to 
Electric Operation 


Later on 























HARD’S NEW 
UNI-CRANK MULTI-HITE BED 
1493-PG 


e Single crank is permanently attached at foot end. 


e Easy to operate, needs only 29 turns to fully 
elevate or lower entire bed. 


e Exclusive Fulcrumatic Action reduces compli- 
cated gearing, insures safe, quiet operation. 


e Easy to convert to electric operation when 
desired. 


Standard accessories include: 
Fittings for 1516-PG Slida-Sides 
Chrome Baffle covers 
3” BB casters 


Contact Your Hospital Supply Dealer or write 


HARD MANUFACTURING COMPANY 
117 Tonawanda Street, Buffalo 7, New York 
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p FOOD AND DRUG ADMINISTRATION 
CONTINUES INVESTIGATION OF DRUG 
COUNTERFEITING—-An intensive in- 
vestigation being conducted by the 
Food and Drug Administration in- 
dicates that drug counterfeiting 
may be on the increase. Although 
relatively few manufacturers are 
reported to be involved, evidence 
of the sale of counterfeit drug 
preparations in many areas of the 
country—particularly the East, 
South and Midwest—was disclosed 
by George P. Larrick, Food and 
Drugs Commissioner. 

In the opinion of the FDA, it 
is most unlikely that counterfeit 
drugs will be found in hospital 
drug stocks. The two reasons cited 
are: (1) the purchasing methods 
employed by hospitals, and (2) the 
manner in which counterfeit drug 
distributors operate. Hospitals gen- 
erally buy their drugs directly 
from the manufacturers and whole- 
salers in normal business transac- 
tions, it was pointed out, while the 
manufacturing and distributing of 
counterfeit drugs is an underground 
operation throughout. 

The survey thus far has resulted 
in the seizure of several batches of 
counterfeit drugs. The FDA is ac- 
tively pursuing leads to establish 
responsibility on the part of those 
who are participating in the dis- 
tribution of these products. 

“Since the purpose of counter- 
feiting is to conceal the identity of 
the true manufacturer, there can 
be no assurance that counterfeit 
drugs actually contain the kind and 
amount of the drug supposed to be 
present,’ Commissioner Larrick 
said. “Manufacturing, sanitation 
and laboratory controls are likely 
to be absent, and the drugs, most 
of which are potent new drugs, do 
not pass through the safety clear- 
ance procedures required by the 
Federal Food, Drug, and Cosmetic 
Act.” 

In at least one area of the coun- 
try, action is being taken to control 
drug counterfeiting. A bill which 
would license all manufacturers 
and wholesalers of drugs is being 
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prepared by the New Jersey at- 
torney general’s office. The action 
is a direct result of drug counter- 
feiting operations reported to have 
been uncovered in Hoboken. The 
legislation would require appli- 
cants to prove they have adequate 
safeguards for public health, and 
licenses would be denied if any 
officer has been convicted of a seri- 
ous crime. The bill, would require 
each manufacturer or wholesaler 
to secure a $50 license from the 
health department, and allow the 
health department access to all 
places used to make, store or sell 
drugs. 

Although drug counterfeiting has 
existed for some years, recent pub- 
licity in the press has drawn in- 
creased attention to the problem. 
According to an official of the 
FDA, the investigation will con- 
tinue “with the view of cleaning 
up this matter as promptly as pos- 
sible.” 


> AHA, AMA MEET WITH STEEL INDUSTRY 
AND UNION REPRESENTATIVES—Repre- 
sentatives of the American Hospi- 
tal Association and the American 
Medical Association met on De 
cember 14 in Chicago with repre- 
sentatives of the United Steel- 
workers of America and the steel 
industry to explore ways in which 
the two associations might serve in 
an advisory capacity to the two 
groups in the area of medical care. 

A Joint Human Relations Re- 
search Committee, to plan and 
oversee studies and recommend 
solutions to mutual problems, was 
set up as a result of the basic steel 
contracts of January 1960 between 
the union and 11 major steel com- 
panies. Medical care was one of the 
subjects designated for study and 
a subcommittee of five representa- 
tives from each group was ap- 
pointed. 

There has not yet been joint 
determination of the objectives or 
scope of studies to be conducted. 
It was agreed at the meeting that 
the AMA and AHA would indi- 
vidually serve as hosts to the sub- 
committee for a general review of 


policies and programs related to 
the interests and concerns of 
the subcommittee. Another general 
meeting is planned for early this 
year. 


s MENTAL HOSPITAL AND AREA COLLEGES 
TO COOPERATE ON STUDY—North- 
ampton State Hospital in Massa- 
chusetts has been chosen for a pi- 
oneer study to test the possibility 
of cooperation between community 
educational and state hospital fa- 
cilities. 

Harry C. Solomon, M.D., com- 
missioner of mental health, an- 
nounced that the National Institute 
of Mental Health has approved a 
grant for the project. Among the 
objectives of the study are recog- 
nition of mutual interests and a 
free interchange of facilities be- 
tween the hospital and its com- 
munity. 

The area colleges will be en- 
couraged to consider the hospital 
as a teaching resource. Various de- 
partments in the colleges will use 
hospital facilities for instructing 
students in such areas as chemis- 
try, home economics, education 
(special problems in teaching the 
emotionally disturbed, for exam- 
ple), political science, architecture, 
statistics and social work. 

“Our educational institutions are 
training the leaders of tomorrow 
for their responsibilities in federal, 
state and community areas. Here is 
their opportunity to offer a third 
dimension of knowledge and ex- 
perience in mental health to pre- 
pare these leaders for coping with 
future problems in their various 
fields,” Dr. Solomon stated. 


> NEW JERSEY BLUE CROSS INSTALLS 
‘ELECTRONIC BRAIN’—A new electronic 
data processing system has been 
installed by the Hospital Service 
Plan of New Jersey (Blue Cross). 
The organization is the first of the 
country’s 83 Blue Cross plans to 
put such a system into operation. 
The “electronic brain” uses mag- 
netic tape instead of punch cards, 
and will improve speed, efficiency 
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and economy of service for the 44 
million members of New Jersey 
Blue Cross and Blue Shield Plans. 
The system will handle some 20,- 
000 daily transactions while keep- 
ing records up-to-date at all times. 
It will also verify the enrollment 
status of subscribers when claims 
are presented. 


> REPORT FROM WASHINGTON—F inal 
plans have been set down for the 
White House Conference on Aging 
which will be held in Washington, 
D.C., January 9-12. At its last 


planning session, the National Ad- 
visory Committee for the confer- 
ence decided the delegates should 
develop policy statements covering 
each of the 20 subject matter areas, 
rather than arriving at a series 
of uncorrelated recommendations. 
Approximately 2800 delegates, rep- 
resenting a cross section of inter- 
ests, will attend the conference. 
It will be a citizens’ conference 
rather than an activity of the fed- 
eral government. It has been point- 
ed out that health and medical 
care for the aged is only one of 





Prevents, Relieves BEDSORES 




















SILENT, AUTOMATIC 
CONTINUOUS REDISTRIBUTION 
OF PRESSURE ON THE BODY 


The BUNN Air Pulsating Pad is a heavy-duty vinyl pad consis- 
ting of two sets of air cells, placed over the regular mattress 
and covered only by a sheet. The Pad’s automatic pump inflates 
and defiates each set of cells alternately . . . automatically 
and unobtrusively shifting and redistributing body pressure 
points. The resultant promotion of the patient’s circulation pre- 
vents tissue degeneration. The cells are formed across the pad 
for more positive action on the entire length of body and legs. 


Decubitous ulcers are no longer a problem with the use of the 


BUNN Air Pulsating Pad. 


® Comfortable for Patient. Yet Completely Effective 
® Relieves the Need for Frequent Turning and Massage 
© Operates Silently with Greater Dependability 


Write for complete literature. 


THE JOHN BUNN CORPORATION 


Manufacturers and Distributors of Specialized Hospital Equipment 


159 ASHLAND AVE. 


BUFFALO 22, N.Y 





many considerations to be studied. 
Others include such items as in- 
come maintenance, housing, free 
time activities, rehabilitation and 
the impact of inflation on retired 
persons. 

@A book entitled Goals for 
Americans has been published as 
a supplement to the November re- 
port of President Eisenhower’s 
Commission on National Goals. The 
book includes separate essays on 
each of the goals outlined by the 
commission. The essay on health 
and welfare needs was written by 
James P. Dixon, M.D., president of 
Antioch College in Ohio. 

@ The Dependent’s Medical Care 
Program—‘Medicare”—celebrated 
its fourth year last month. The 
plan, which went into effect Dec. 
7, 1956, has provided more than 
$270 million worth of care from 
civilian sources to approximately 
one million dependent wives and 
children of servicemen on active 
duty. Of the more than $270 mil- 
lion paid by the end of 1960, ap- 
proximately $133 million went to 
hospitals, $131 million to physi- 
cians and approximately $6 million 
for administrative costs. (Details 
p. 96) 


> NEW JERSEY BLUE SHIELD SUBMITS 
STATEMENT DEFENDING RATE INCREASE— 
Nicholas F. Alfano, M.D., an of- 
ficial of the Medical-Surgical Plan 
of New Jersey (Blue Shield), has 
submitted a written statement de- 
fending an impending increase in 
rates charged subscribers to a 
special legislative commission on 
health care costs. The commission 
has been holding a series of hear- 
ings on proposed increases. 

The statement was intended to 
supply the legislative body with 
documented answers to questions 
raised at the earlier hearings. In it, 
Dr. Alfano pointed out that Blue 
Shield has requested only two in- 
creases in contract rates since its 
inception in 1942. He also said that 
subscription rates are now only 
18.1 per cent higher than they 
were in 1949, compared with a 
66.7 per cent increase in wages 
paid to workers in New Jersey 
manufacturing industries. The Blue 
Shield statement also opposed leg- 
islation which would permit non- 
medical evaluation of fees paid by 
the plan to doctors. (Details p. 98) 
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TRU-PERMANIZED SURGICAL SILK 


superior handling qualities 


BFTHICON 
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why 
some 
figures 
aren't 


sO 
hot 


For some institutions, fund-raising is often a process of “out of 
the frying pan into the fire.” 

Most hospital governing boards can avoid such an experience 
by realizing great causes aren’t always rewarded by great con- 
tributions. 

They know the challenge of raising money is enhanced by 
professional direction. 

Helping to raise funds for more than 3525 projects in the last 
47 years has taught us many things. How this rich experience 
of the American City Bureau can be applied to your financial 
planning is described in our booklet, “The Full Meaning of a 
Promise.” For your free copy, write: 3520 Prudential Plaza, 
Chicago 1, Illinois; 470 Park Avenue South, New York 16, N.Y. 
or 410 Forum Bldg., Sacramento 14, California. 


FOUNDING MEMBER AMERICAN ASSOCIATION OF FUND-RAISING COUNSEL 


American City Bureau ° professional fund-raising counse/ 
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A dramatic breakthrough in cleansers for surgical instruments 


Pound for pound, new formula 


SUPER-EDISONITE 


makes twice as much solution 


as Other leading cleansers! 


One package (3 lbs., 2 oz.) of Super-Edisonite makes 200 gallons of full-strength 
cleaning solution! And remember, it’s the cost per gallon of solution you get—not the 
cost per pound of cleanser you buy—that makes the important difference. ' 


Why guess? We urge you to compare Super-Edisonite with your present old- 
fashioned dry detergent powder. Compare them for cost per gallon of solution . . . and 
your choice will be Super-Edisonite for economy! Compare them for cleaning 
efficiency, mildness and solubility . . . and discover the significant superiority of 
Super-Edisonite. Any way you judge cleansers, there’s nothing like Super-Edisonite 
for hospital, medical and dental office, clinical, and industrial laboratory use. 


Super mild... new low pH of 8.0—New-formula Super- 
Edisonite has an astonishing low pH of 8.0—substantially 
lower than other cleansers. Kinder and gentler to hands, 
skin and delicate instruments. 


Dissolves 40% faster—even in hardest water—No more 
tiresome mixing. No more hard water problems. Super- 
Edisonite dissolves readily and completely on mild agita- 
tion. Leaves equipment sparkling clean, film-free, and 
streakless. 


A new standard of cleaning efficiency—Special wetting, 
penetrating and blood dissolving agents permit faster, 
more thorough cleaning than ever before. Its super wetting 
efficiency is actually double that of ordinary cleansers. 


Always free flowing—Has greater resistance to caking or 
hardening. Easier to use even under highly humid 
conditions. 


Safe for even the most delicate instruments—Extensive 
laboratory testing proves Super-Edisonite won't tarnish, 
pit or corrode equipment made of stainless steel, chrome, 
nickel, aluminum, glass, rubber, nylon, plastic, porcelain, 
or enamel, Use it with complete confidence. 


Greater economy than ever before—Gallon for gallon, 
Super-Edisonite costs considerably less than most ordi- 
nary cleansers, yet no other product matches its cleaning 
power. 
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and glassware from the makers of Edisonite 





AVAILABLE IN 2 SIZES: 
3 lb. 2 oz. package makes 
200 gallons ... 1 lb. 

package makes 64 gallons. 


MAIL COUPON FOR 
FREE TEST PACKAGE 


You are invited to personally compare 
Super-Edisonite with the cleanser you 
are now using—and judge its outstand- 
ing superiority for yourself. Complete 
the coupon and mail it today for your 
special test package, sufficient for 12 
gallons of solution. There's no cost or 
obligation. 


Ss. M. EDISON CHEMICAL COMPANY, INC. 
Chicago 16, Illinois 
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S. M. Edison Chemical Company, Inc. 

2710 South Parkway, Chicago 16, Illinois 

Please send free 3 oz. size Test Sample (makes 12 gallons) of 
new Super-Edisonite for my personal evaluation. 


Name ae Position 








Hospital or Company 





Address © 7 SRS A et 
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n elastic bandages, support depends 
not only on the quantity of rubber per 
inch, but on its quality and placement. 
B-D ACE bandages contain a specially 
extruded, longer-lasting, heat-resistant 
rubber. Tension supplied by this rubber 
is uniformly distributed, thanks to an 
ideal ratio of cross-to-lengthwise threads. 
This balanced weave provides continu- 
ous uniform support...firmness under 
tension...freedom from bunching. 


BECTON, DICKINSON AND COMPANY 
RUTHERFORD, NEW JERSEY 


RUBBER ELASTIC BANDAGE os sce sce ssc scsissenco resoeusnns. ease 


HOSPITALS, J.A.H.A. 





sewvice ftom headquarters 


specialized education and of the staffs of hospitals frown upon the 
considerable amount of time and 
effort which has gone into prepar- the reason outlined above. The 


Organizing teen-agers 


We would like information on or- 
ganizing a teen-age volunteer group. 
Would it be desirable to develop a con- 
stitution and bylaws? Are caps and pins 
for teen-agers available from the 
American Hospital Association? 


Although it is true that a num- 
ber of hospital auxiliaries have 
developed a constitution and by- 
laws for the organization of teen- 
age volunteers, the American Hos- 
pital Association hesitates to rec- 
ommend that teen-age volunteers 
should be formally organized. A 
teen-age volunteer program has 
two primarily educational pur- 
poses: to provide an opportunity 
for young people to learn the 
moral satisfaction from construc- 
tive service to a community insti- 
tution; and as a potential recruit- 
ment mechanism which is effective 
because it exposes young people to 
the practical application of work- 
ing hospital careers. In addition, 
of course, the teen-age volunteer 
program provides additional use- 
ful service to the hospital. 

The Association believes that 
formal organization is not neces- 
sary to a teen-age volunteer pro- 
gram and that, indeed, because 
formal organization is always time 
consuming, it may hinder the pro- 
gram. Then, too, perhaps many 
of the teen-agers would prefer to 
devote themselves simply to serv- 
ice to the hospital and to learn- 
ing more about the hospital with- 
out the encumbrance of elections, 
meetings, etc. 

Teen-age volunteer service pins 
are available from the Association. 
Orders should be addressed to the 
order control division. 

On the matter of caps for teen- 
age volunteers, the Association 
does not have caps or other uni- 
form items available. In fact, the 
AHA questions the use of a cap 
for volunteer service. The cap has 
for years been a symbol of the 
professional registered nurse, and 
it is the tangible evidence of her 
The answers to these questions should not be con- 


strued as being legal advice. Hospitals with legal 


problems are advised to consult their own attorneys. 
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ing her for a career as a profes- 
sional nurse. Some hospitals are 
permitting the presentation of a 
cap to volunteers, but many boards 
of trustees and members of medical “gifts” to the hospital and to its 





use of a cap by a volunteer for 


volunteer, after all, is not—and 
should not be—a professional. The 
very fact of her being nonprofes- 
sional is one of her most important 





St. Mary's Hospital 


Milwaukee, Wisconsin 


Four CircOlectrics are available for patients in a special burn 
center in St. Mary’s Hospital, Milwaukee, Wisconsin. Above pa 
tient is in the hydrotherapy section. This complete center was 
donated by the Wisconsin Electric Power Company as a com- 
munity service contribution. 


They use the open treatment method of burn care by ingen- 
iously attaching the single sheet canopy. The overhead frame- 
work, using four IV bottle holders and four inexpensive drapery 
hooks, holds the « anopy. 

The personnel at St. Mary’s tell us they are obtaining better re- 


sults with burn patients because: 


O55 01 O) voi s ales 

ADVANTAGES 1. Vertical rotation is beneficial to circulation. 

2. Varied and exact desired positioning of the patient is possible 
electrically. 

3. The patient is never physically handled, a particular benefit 
to both patient and nurse in burn care. 


BURN CARE 


For a thirty-day trial, write Orthopedic Frame Company, Dept. H36 
Installations now using the CircOlectric for burn care are on file and 
available upon request. 


CAL AND HOSPITAL EQ 


Orthopedic frame Company 


420 ALCOTT STREET + KALAMAZOO, MICHIGAN 
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patients whom she serves. Because 
of this, recognition for volunteers 
can much more appropriately be in 
some other form. The AHA publi- 
cation, Awards Recognitions and 
Uniforms for Hospital Volunteers 
(rev. 1959, free up to 10 copies), 
may be helpful to you in this re- 
gard.—PATRICIA SUSSMANN 


Personnel records retention 


Is there a recommended procedure 
concerning the retention of personnel 
folders? 


The problem of filing personnel 


records divides itself into three 
categories: the applications, the 
active file for personnel presently 
employed, and the inactive file of 
employees who have been sepa- 
rated. 

Applications for employment can 
be disposed of after one year. Nat- 
urally, the active file must be 
permanent. It is recommended that 
the inactive file be kept as a con- 
tinuous file for five years. At the 
end of each five years, considera- 
tion should be given to microfilm- 
ing these records, especially if the 





A powerful, time-conserving chem- 


ical disinfectant for use in pre- 


operative preparation of surgical 


instruments. Non-rusting, non-cor- 


rosive, it protects and prolongs the 
useful life of surgical ‘sharps.’ 


B-P INSTRUMENT CON- 
TAINERS—companion 
items for use with Bard- 
Parker GERMICIDE 


Ask your dealer 


ANBURY. CONNECTICUT 





(P) BARD-PARKER COMPANY, INC. 


A DIVISION OF BECTON. DICKINSON AND COMPANY 


B-P is a trademark 





personnel folder contains informa- 
tion regarding payroll and health 
examination records. 

Hospital Records Administra- 
tion, Manual of Procedures, pub- 
lished by the American Hospital 
Association (1956, 72 pp. $1.50), 
states only that personnel records 
should be held for an indefinite 
period. It might be well to consult 
your state hospital association on 
whether there is a statute of limi- 
tations in your state. 

—EDWARD W. WEIMER 


Installing fire guards 


We would like recommendations for 
installing fire detection or fire protec- 
tion equipment in our hospital. 


It is difficult to make any recom- 
mendations in this matter without 
having seen your building, but the 
following general observations may 
be helpful. 

If your building is in a fire haz- 
ardous situation, some _ sprinkler 
protection is imperative. The sprin- 
klers should be installed in espe- 
cially hazardous areas such as the 
kitchen and laundry. Your local 
fire officials and your fire insurance 
carrier should be able to assist you 
in determining which areas of the 
hospital are most acutely in need 
of sprinkler protection. The in- 
stallation of sprinkler protection 
should have a dramatic effect on 
your fire insurance rate. 

In areas which are under con- 
tinuous surveillance, such as pa- 
tient areas, an alarm system is 
probably adequate if the proper 
emergency fire equipment is readi- 
ly available and personnel know 
how to use it. The training of per- 
sonnel in the use of first-aid fire 
fighting equipment cannot be over- 
stressed. The finest equipment in 
the world is useless if personnel 
have not been instructed in and 
practiced the use of the equipment. 
Here again, your local fire depart- 
ment can be of valuable assistance 
in setting up a program. 

Few hospitals are being built 
with sprinkler systems throughout 
the entire hospital, but most new- 
er hospitals have installed auto- 
matic sprinklers in especially 
hazardous areas. With modern fire- 
resistant construction, it is gen- 
erally not necessary to provide 
sprinkler protection for the entire 
building.—EDWARD J. MILLER 
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Statistics tell us that, in about 30% 
of all operations, surgical gloves 
break or are cut. Surgically clean 
hands are vital. This is one of the 
reasons so many hospitals use 
Hexa-Germ—a white, viscous, liquid 
antiseptic skin detergent with 3% 
hexachlorophene. 

Tests show that routine use of 
Hexa-Germ degerms skin to a degree 


— 


‘ 
i 


approaching sterility. It has also been 
proved effective in preventing staph- 
ylococcal skin infections in the new- 
born nursery. Because Hexa-Germ is 
blended with lanolin and petrolatum, 
it replaces the natural emollients lost 
through prolonged cleansing. 

A special preservative in Hexa- 
Germ is highly active against all kinds 
of bacteria, including Gram negative 





GET HANDS AS GERM FREE AS HANDS CAN BE 
WITH HEXA-GERM ANTISEPTIC SKIN DETERGENT WITH HEXACHLOROPHENE 


microorganisms. This preservative 
protects Hexa-Germ against contami- 
nation that can result in handling, 
from the shipping containers to the 
dispenser jars, with a wide margin 
of safety. See our representative, the 
Man Behind the Huntington Drum, for 
full details and send for the Hexa- 
Germ Research Bulletin to get an- 
notated test results. 
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Shapes of nursing units 


Dear Sir 

I would like to call to your at- 
tention some misleading reporting 
which was published in the July 
16, 1960 issue of HOSPITALS, J.A.H.A., 
and in your Monograph No. 8 en- 
titled Comparisons of Intensive 


Nursing Service in a Circular and 
a Rectangular Unit. It is the title 
of the monograph and the article 
in the Journal taken from the 
monograph which are misleading. 

The comparisons and conclusions 
arrived at in these studies are in 
no way dependent upon the fact 
that the units used were circular 
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and rectangular. A_ rectangular 
unit, using the same principle as 
an open central nurses’ station 
with direct view into the patient 
rooms, performs equally as well as 
the circular units. Furthermore, it 
is much more economical in terms 
of the number of square feet [re- 
quired] per bed. 

Both the monograph and the 
article state that comparable oper- 
ational efficiency could not be 
achieved in cross, T, square, ellipse 
or rectangular units. Certainly the 
research group cannot be blamed 
for the lack of planning ingenuity 
which was exhibited on the part 
of the designers of the unit. How- 
ever, as a result of the publication 
of its findings many circular nurs- 
ing units are being constructed 
today. I personally believe that in 
most instances rectangular units 
offer greater efficiency in both 
operation and construction than do 
circular units. I believe that this 
point of view should be given pub- 
licity equal to that given the pro- 
ponents of circular nursing units. 
—H. McLAUGHLIN, San Francisco. ® 


Foreign medical graduates 


Dear Sir 

The discussion of foreign med- 
ical graduates in “Your President 
Reports” on page 52 of the Aug. 1, 
1960 issue of this Journal has just 
come to my attention. 

In it Russell A. Nelson, M.D., 
refers to “a list of approved schools 
of medicine in other parts of the 
world” which the American Med- 
ical Association has published in 
the past and an “approval program 
of foreign schools’’ which the 
American Medical Association has 
carried in this connection. 

John Nunemaker, M.D., 
ciate secretary of the AMA Coun- 
cil on Medical Education and Hos- 
pitals, recently told me that “the 
list of foreign medical 
which was formerly published by 
the AMA was at no time anything 
other than an advisory list. It was 
not a list of ‘approved foreign 
medical schools’ ”’, 

(Continued on page 103) 
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Here are five reasons why: 


Provera is the only commercially available 
oral progestational agent that will 
maintain pregnancy in critical tests in 
ovariectomized animals. It is four times 
as potent (by castrate assay) as any other 
progestational agent. No significant 
side effects have been encountered. 

It is available for both oral and 
parenteral administration. And, finally, 
Provera gives the economy of 
effective action from small doses. 


@ Provera‘ 


Medroxyprogesterone acetate, Upjohn 
In scored tablets 2.5 mg. and 10 mg. 


rfame— [Depo-Provera ** 


Sterile micronized medroxyprogesterone acetate 
(17-alpha-hydroxy-6-alpha-methyl!-progesterone acetate) 
50 mg. per cc. In 1 cc. and 5 cc. size vials. 


For premenstrual tension Provera plus diuretic plus 
tranquilizer adds up to logical therapy. Each Cytran** 
tablet contains 2.5 mg. Provera, 35 mg. Cardrase* 
(ethoxzolamide), and 300 mg. Levanil* (ectylurea). 


The Upjohn Company, Kalamazoo, Michigan 
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on the pathogenesis 
of pyelonephritis: 


“An inflammatory reaction here [renal papillae] 
may produce sudden rapid impairment of renal 
function. One duct of Bellini probably drains more 
than 5000 nephrons. It is easy to see why a small 
abscess or edema in this area may occlude a por- 
tion of the papilla or the collecting ducts and may 
produce a functional impairment far in excess of 
that encountered in much larger lesions in the 
cortex.’"! 

The “exquisite sensitivity’? of the medulla to 
infection (as compared with the cortex), highlights 
the importance of obstruction to the urine flow in 
the pathogenesis of pyelonephritis. ““There is good 
cause to support the belief that many, perhaps 
most, cases of human pyelonephritis are the result 
of infection which reaches the kidney from the 
lower urinary tract.’ 


to eradicate the pathogens no matter the pathway 


FURADANTIN: 


brand of nitrofurantoin 


High urinary concentration ¢ Glomerular filtration plus tubular excretion ¢ Rapid antibacterial 
action @ Broad bactericidal spectrum ¢ Free from resistance problems @ Well tolerated—even after 
prolonged use @ No cross resistance or cross sensitization with other drugs 

Average Furadantin Adult Dosage: 100 mg. tablet q.i.d. with meals and with food or milk on retir- 
ing. Supplied: Tablets, 50 and 100 mg.; Oral Suspension, 25 mg. per 5 cc. tsp. 


References: 1. Schreiner, G. E.: A.M.A. Arch. Int. M. 102:32, 1958. 2. Freedman, L. R., and Beeson, P. B.: Yale J. Biol. & Med. 30:406, 
1958. 3. Rocha, H., et al.: Yale J. Biol. & Med. 30:341, 1958. 


* NITROFURANS—a unique class of antimicrobials 
EATON LABORATORIES, DIVISION OF THE NORWICH PHARMACAL COMPANY, NORWICH, N. Y. 
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—a physician views care costs 


The timely and provocative 
observations below concerning the 
control of health care costs were 
made by Harold Margulies, M.D., 
of Des Moines, Iowa, in a letter to 
the editor of the Des Moines Reg- 
ister. 


OON AFTER Congress convenes in 
January it will consider bills 
to expand its role in medical care. 
The answers offered to medical 
problems generally involve a strik- 
ing inconsistency. Although the 
protest is entirely against high 
costs, the solution is simply to alter 
the method of payment. The as- 
sumption is that costs cannot be 
lowered. 

Even more disturbing is the 
likelihood that costs will rise. The 
added expense will lie in admin- 
istration, unnecessary hospitaliza- 
tion, construction of unneeded 
hospital beds, elimination of the 
need for free medical attention, 
and general expansion of govern- 
mental agencies to do what is now 
done without them. 
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Our own community has all of 
the necessary ingredients for ade- 
quate medical care: Hospitals, 
nurses, doctors, drugs, health in- 
surance, sick people, and consid- 
erable local pride. We desire to 
use these and other assets so effec- 
tively that no one will be deprived 
either of medical attention or of 
his dignity in obtaining it. 

Why then should the govern- 
ment interfere? Because we have 
failed to do spontaneously what 
new laws may do for us compul- 
sorily. It is delusory to continue to 
think that the problem belongs to 
doctors or hospitals or any other 
special group. It is shared by and 
requires the attention of all. 

There are ways to reduce medi- 
cal costs very materially. Some of 
the methods involve the following: 
Elimination of duplication in medi- 
cal facilities; reduction in hospital 
drug costs; control of unnecessary 
hospitalization and other forms of 
overutilization of insurance; de- 
velopment of effective home care 
programs; and centralization of 
training programs for practical 
nurses, technicians, and other 
skilled aides. 

Some will insist that we cannot 
resist extension of social legisla- 


tion. Others feel that the organ- 
izations involved are too uncom- 
promising to alter their traditional 
ways, no matter how obvious the 
threat to their existence. Until a 
bold effort has been made there is 
little basis for admitting such im- 
potence. 

A favorable effect would be 
noted if only the constantly rising 
level of health insurance premiums 
could be reversed along with re- 
duction of the daily cost of hospi- 
talization. 

A citizens’ committee could per- 
form a lasting service by bringing 
together in a harmonious atmos- 
phere those most directly involved 
in this pressing problem. The im- 
petus in planning such a coalition 
probably should not come from any 
one of the groups intimately in- 
volved. An aggressive and imagi- 
native plan could result only from 
the encouragement of impartial, in- 
formed individuals. 

Congressional action has only 
followed convincing demonstration 
of need after denials were rejected. 
Further legislation may not be 
necessary if an alerted population 
can function with the benefit of 
wise leaders. Only our will re- 
mains unproven. 
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N JULY 1, 1959, the Hospital 
Council of Southern Cali- 
fornia launched a program of 
Guiding Principles for Hospitals 
which incorporated not only a re- 
affirmation of the highest ethical 
and quality of patient care stand- 
ards, but also a uniform method of 
establishing hospital charges, not 
uniform rates. 

This program, one of the first 
group efforts by hospitals to create 
a better public understanding of 
hospital charges and costs, has now 
been in operation a year and one- 
half. Before relating the experi- 
ences to date of the program, per- 


Samuel J. Tibbitts is administrator, Cali- 
fornia Hospital, Los Angeles. 
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haps it would be appropriate to 
describe briefly the circumstances 
surrounding the birth of the guid- 
ing principles. 

BIRTH OF THE PROGRAM 

Four years ago, hospital public 
relations in Southern California 
had dropped to a low level. This 
was due primarily to the rising 
cost of hospital care, rapid con- 
struction of noncommunity-ori- 
ented hospitals to keep pace with 
the population explosion and an 
unwise promotion of open-end in- 
demnity health insurance policies 
by commercial carriers. 

The growth of Southern Cali- 
fornia’s smaller hospitals created 
many types of pricing schedules 
for services rendered. These sched- 
ules were geared to low competi- 
tive room rates and recovery of 
the loss suffered through higher 
charges for ancillary services. This 
type of charging has been tradi- 
tional in United States hospitals, 
but the typical commercial insur- 
ance policy of limited room rate 
benefits and somewhat unlimited 
benefits for ancillary services 
greatly magnified the situation. 

This situation also provided an 
excellent opportunity for creative 
minds, and a great many “nuisance 
charges’”—charges for services and 
supplies normally included in 
the room rate—came into being. 
Through this system, it was dis- 
covered that charges for ancillary 
services were rapidly shifting from 
a ratio of 40 to 50 per cent to 60 
to 70 per cent of the total bill. 

Complaints from the public, par- 
ticularly group purchasers, about 
the cost of hospital care were 
many, and the Hospital Council of 
Southern California was unable 
to satisfy grievances or justify 
charges. Who could say that a 
hospital charging $80 for the op- 
erating room and $16 for a ward 
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‘GUIDING PRINCIPLES 





An evaluation of the program in 
Southern California of Guiding Princi- 
ples for Hospitals, after 18 month’s 
experience, shows that it beneficially 
affected hospital charging systems and 
public understanding of hospital costs, 
according to the author. He also out- 
lines the principles and describes how 
they work. 





bed was wrong, and that the hospi- 
tal charging $50 for the operating 
room and $20 for a ward bed was 
right? Likewise, is a 50-cent as- 
pirin charge in one hospital wrong 
if it charges a dollar per day less 
for the room than another hospital 
in the same area? 


DEVELOPING THE PROGRAM 


A hospital council committee ap- 
pointed to study this problem 


agreed that the solution required 


a broad, fundamental approach 
which would change the situation 
and place hospitals in a position 
to tell the real hospital story 
and obtain increased public under- 
standing and confidence. 

The committee spent 18 months 
developing the guiding principles 
program, always keeping in mind 
that a program should be devel- 
oped which would: 

1. Provide a uniform system for 
establishing hospital rates—that 
like employee services, equipment 
and supplies would be included in 
each basic service. 

2. Provide hospital bills which 
would be easily understood by pa- 
tients and group purchasers. 

3. Establish hospital charges that 
would be equitably related to the 
cost of providing each service. 

4. Demonstrate good faith by 
each hospital by making available 
in the hospital a schedule of its 
charges for examination by pa- 
tients and other interested parties. 

5. Establish a grievance proce- 
dure whereby grievances against 
hospitals could be properly ad- 
judicated and processed. 
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The principles themselves are in 
three parts. The first part, “Guid- 
ing Principles for Hospitals,” out- 
lines and reaffirms the high quality 
of hospital care and the strong 
ethical code which exists in every 
reputable hospital. It was the feel- 
ing that this should be told again 
and again to the lay public. 

The second part is called, ‘“Prin- 
ciples for Establishing Hospital 
Charges”. This section lists seven 
principles to be followed when es- 
tablishing hospital charges. These 
principles include those adopted by 
the American Hospital Association 
in 1956. Of primary importance in 
this section are the following 
statements: 

“Hospital rates should be based 
upon and be reasonably related to 
the full cost of operation and 
should include proportionate over- 
head costs. 

“A general service charge should 
be established for all commonly 
used services and supplies pro- 
vided in relatively equal quantities 
to patients. 

“Uniform unit rates should be 
established for special or ancillary 
services and supplies that are 
not provided in relatively equal 
amounts to all patients, providing 
such services and supplies are of 
sufficient monetary value to justify 
a separate charge. However, to 
simplify rate structures, the hos- 
pital may combine units into a flat 
rate.” 

These three principles were used 
time and again in establishing the 
third section of the principles, 
which is the “Definition of Stand- 
ard Hospital Services”. This sec- 
tion contains the “meat” of the 
program. It clearly and specifically 
defines eight different kinds of 
charges which can be made by 
hospitals. They are: daily hospital 
service, pharmacy service, central 
operating room service, 
labor room 


service, 
delivery room and 


service, professional services, blood 
transfusion service and personal 
service, 

Each service is fully explained 
as to what is included in terms of 
labor, supplies, etc., thus estab- 
lishing the basis for the cost of 
providing service, and subsequent- 
ly, the charge. In most instances, 
the important principle involved 
is that the charge must be related 
to cost. However, in two of the 
services—pharmacy and_ profes- 
sional services—the charge princi- 
ple also involves that which is 
being charged in the particular 
area for comparable services. 

The most difficult service to es- 
tablish was the daily hospital serv- 
ice. Here, it was necessary to spe- 
cifically list certain supplies and 
procedures that would be included. 
This established the basis for other 
charges and eliminated most nuis- 
ance charges. The inclusion of 
these items in the daily hospital 
service charge caused a shift of 
charging from ancillary services 
to the room rate. This ranged from 
an increase of zero to $11, with 
an average of $2.50 to $3. 

It is important to point out that 
the principles do not in any way 
set rates. They provide a uniform 
basis from which rate structures 
can be developed. The control on 
charges in this program is based 
primarily on individual hospital 
costs and practices in the area. 
There is no control on hospital 
costs, but there is a control on 
excessively high hospital charges. 


OPERATING THE PROGRAM 


More than 146 hospitals have 
signified their full acceptance of 
the program, including 120 mem- 
bers of the hospital council and 
26 nonmembers. The nonmember 
hospitals were given the opportu- 
nity to participate, since it was 
felt that the more hospitals partici- 
pating in this program, the more 
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effective it would be in terms of 
public understanding and service 
to patients. 

Osteopathic hospitals in South- 
ern California have developed their 
own program, adhering to the ex- 
act principles used by the hospital 
council. They will handle members 
of their own organization. 

Insurance carriers, unions and 
other interested parties have been 
supplied with a list of participat- 
ing hospitals and are told that 
grievances against these hospitals 
will be properly adjudicated. These 
groups know that the hospital 
council has no control over non- 
participating hospitals. 

Each member hospital displays a 
plaque in the admitting office and 
the cashier’s office explaining to 
the public that the hospital is abid- 
ing by the principles set forth by 
this program. 

In addition, each hospital is sup- 
plied with a small brochure which 
gives a synopsis of the guiding 
principles program for public in- 
formation. Each hospital must also 
have available a schedule of all 
hospital charges for perusal by the 
public. A copy is also filed with 
the hospital council. 


HANDLING COMPLAINTS 


The education and grievance 
committee of the Hospital Council 
of Southern California insists that 
all complaints be in writing. It is 
estimated that less than 25 per cent 
of the telephone complaints re- 
ceived are put in writing, either 
because a verbal explanation was 
satisfactory or because the com- 
plaint was not a complaint against 
a hospital but rather against a 
doctor. In some cases, the com- 
plainant did not wish to pursue the 
matter further. Complainants are 
first referred to the hospital ad- 
ministrator and are informed that 
if a satisfactory result cannot be 
obtained, the complaint should be 
put in writing and forwarded to 
the education and grievance com- 
mittee. 

When a written complaint is 
received, a letter and a copy of the 
complaint are sent to the admin- 
istrator of the hospital. He is asked 
to investigate and reply at his 
earliest convenience. At the same 
time, a copy of the letter to the 
administrator, of the complaint 


and of any supporting data are 
sent to the education and grievance 
committee representative for the 
hospital area. 

If the area representative re- 
solves the complaint satisfactorily 
prior to the meeting of the com- 
mittee, no action by the committee 
is needed. If the complaint has not 
been satisfactorily resolved, a re- 
port is made to the committee by 
the area representative and the 
committee then adjudicates the 
complaint. 

Should the education and griev- 
ance committee find that the 
hospital is in variation from the 
guiding principles, it notifies the 
hospital and requests correction. If 
correction is not made, or if there 
are repeated violations, the com- 
mittee may request the appearance 
of the hospital administrator to 
present an explanation. 

If no satisfactory explanation is 
made, or if the violations continue, 
the committee may recommend to 
the board of directors of the hospi- 
tal council that the hospital’s name 
be withdrawn from the list of hos- 
pitals abiding by the principles and 
the plaque for display be reclaimed. 

If the hospital is a council mem- 
ber, this would, of course, result in 
a loss of membership. 

To date, experience shows that 
four out of five grievances can be 
satisfactorily handled by the hos- 
pital administrator or through ade- 
quate explanation by the hospital 
council office. Only 20 per cent of 
the complaints are actually proc- 
essed by the grievance committee. 


TYPES OF COMPLAINTS 


Of the 200 complaints received 
during the last 18 months, 60 per 
cent were from individuals and 40 


per cent were from insurance car- 
riers. The reasons for the com- 
plaints included: 


1. Excessive charges or 

charges for items not 
received 75 per cent 

. Nonadherence to the 
guiding principles 10 per cent 
3. Others 15 per cent 


Of complaints received relating 
to charges, 53 per cent were found 
to be justified and the patient or 
his agent received a refund from 
the hospital. More than 70 per cent 
of these were posting or bookkeep- 
Of the 47 per cent 
a letter of 


ing errors. 
which were justified, 
explanation was sent to the com- 
plaining party and was accepted 
as being a fair judgment. 

Obvious violations of the princi- 
ples were found in only a few 
cases, and all were due to lack of 
understanding on the part of the 
hospital administrator. Grievances 
involving quality of care were also 
few in number, but difficult to 
adjudicate. In most instances, lack 
of understanding on the part of 
the patient was found to be the 
problem. Careless handling of the 
patient by one or two employees 
was also involved. 

Although the procedure has been 
satisfactory, improvements can 
still be made in promptness and 
investigation of complaints involv- 
ing quality of care. 

A minor problem has also arisen 
through the attitude of a small 
number of insurance carriers. 
These carriers were adjudicating 
their own grievances and refusing 
to pay certain charges they believe 
are out of line. The Health Insur- 
ance Council corrected this and the 
carriers are now utilizing the hos- 
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pital council grievance procedure. 
For the most part, the accom- 


plishments of the program can be 
judged only by the public, but 
comments received from represent- 
atives of the state medical society, 
a union welfare program and Blue 


Cross and commercial insurers, 
show that the guiding principles 
have been successful in helping to 
assure the public that hospital 
charges are fairly based, in im- 
proving relations between insur- 
ance companies and hospital ad- 
ministrative staffs, and in creating 
in hospitals a renewed conscious- 
ness of the values inherent in 
proper departmental cost break- 
downs. 

The effect of the guiding princi- 
ples program on charges is shown 
by a recent comparison study 
undertaken by Blue Cross of 
Southern California, utilizing a 
sample of 5000 cases discharged 
during January, February and 
March 1959, and comparing this 
with a like sample for 1960. Re- 
sults of the study are shown in 
Table 1, page 34. 

The statistics in the table show 
a definite trend toward an increase 
in rates for basic charges, such as 
the daily hospital service charge. 
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The rates for ancillary services 
are, for the most part, remaining 
stationary; a recent study disclosed 
that the greatest share of increases 
for ancillary services per diem as 
in the table were due to the in- 
crease in the basic operating room 
charge. 

It is also suggested that a de- 
crease in the average length of 
stay has little effect on the volume 
of ancillary services ordered by 
the attending physician. Therefore, 
a drop in the average length of 
stay would probably result, all 
other things being equal, in an in- 
crease in the cost per diem for 
ancillary services. Again it is nec- 
essary to point out the importance 
of the statistic “‘cost per case’”’. 

A more dramatic result of the 
guiding principles program can be 
seen by an analysis of actual hospi- 
tal bills submitted by a smaller 
hospital in the Los Angeles area. 
This analysis, shown in Table 2, 
p. 35, is based on charges made in 
70 major surgical cases. 


CONCLUSION 


We believe that the guiding prin- 
ciples program has had a desired 
effect on hospital public relations 
and hospital charging systems in 


Southern California as there is 
now better understanding of hos- 
pital charges by the public. 

It is interesting to note that an 
average of five calls per day are 
received in the hospital. council 
office concerning information as to 
whether or not a particular hospi- 
tal is participating in the guiding 
principles program. However, many 
more avenues of approach to better 
public understanding of hospitals 
(particularly of hospital costs) 
need to be explored. 

The guiding principles program 
is a step in the right direction, but 
the total effectiveness of this pro- 
gram cannot be gained without 
uniform accounting and cost an- 
alysis. A hospital must know its 
cost of providing each service be- 
fore an accurate charging system 
can be initiated. This deficiency 
has been solved in California, for 
example, with the publication of 
a Uniform Accounting Manual by 
the California Hospital Association. 
The accounting principles of the 
guiding principles program have 
been incorporated in this manual. 

The guiding principles program 
has become a state program, spon- 
sored by the California Hospital 
Association, and most hospitals are 
operating under this program. 
Other states have expressed in- 
terest in the program and expect 
to implement a similar program 
shortly. 

The future of the guiding princi- 
ples program in California looks 
bright, but its total effectiveness 
depends completely on the con- 
tinued and wholehearted support 
of administrators and the interest 
and sincerity of the insurance in- 
dustry, management and_ labor 
groups and the medical profession. 
The program has created a climate 
conducive to greater cooperation 
among hospitals and a climate 
which seems to produce the con- 
fidence necessary to inspire hospi- 
tals to act as a group to solve other 
common problems on a voluntary 
basis. s 
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(LEFT) The third daughter in the Bernard Beagan family of the 
Bronx, N.Y., Mother Loretto Bernard joined the community of the 
Sisters of Charity at Mount Saint Vincent-on-Hudson, N.Y., in 
1922 immediately following her graduation from high school. 


AN INTERVIEW 


For its first issue each year, HOSPITALS, 
J.A.H.A., interviews a personality who, by 
leadership and service, has contributed out- 
standingly to the hospital field. The election 
of Reverend Mother Loretto Bernard, S.C.. 
R.N., as mother-general of the Sisters of 
Charity of New York in July 1960 climaxed 
30 years of service in the hospital field dur- 
ing which Mother Bernard not only has 
proved herself an extraordinary and devoted 
hospital administrator but also has given 
freely of her talents and energies in provid- 
ing leadership for hospital organizations 
both national and local. 


“Hospital administration today requires 


team leadership . . . not only in the sense 
of the team on the horizontal line .. . but 
also in terms of the teamwork of leader- 


ship.” 
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WITH MOTHER LORETTO BERNARD, S.C. 


LTHOUGH hospital administration might seem to 
be an unusual background for the head of a 
teaching community of Catholic Sisters, Reverend 
Mother Loretto Bernard, S.C., R.N., is finding the 
combination wholly compatible. Prior to being elected 
mother-general of the Sisters of Charity, Mount 
Saint Vincent-on-Hudson, N.Y., in July 1960, Rev- 
erend Mother served with distinction as administra- 
tor of St. Vincent’s Hospital in Manhattan for more 
than 20 years. 

Mother Loretto Bernard believes that “her many 
years of experience in the hospital field and her 
grounding in the sound principles of administration 
in the hospital environment will stand her well in any 
governing-managing function, particularly the one 
that she is engaged in now.” As mother-general of a 
community of more than 1400 Sisters, Mother Ber- 
nard is today responsible for the management of 124 


‘‘Honorary degrees are a great mystery to 
me. I don’t feel that I deserve these honors 


any more than many, many persons who are 


working just as hard and have accomplished 
as much.” 
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works under the community’s direction, including 
four hospitals, three child care institutions, specialized 
hospital clinics, convalescent homes and a residence 
for the aged. The combined assets of these institutions 
total more than $57 million. 

Although Mother Loretto Bernard admits that ‘“‘she 
misses the day-to-day administration of St. Vincent’s 
Hospital very much,” she is stillydirectly concerned 
with hospital administration because she serves as 
president of the board of managers of the community’s 
four hospitals in Manhattan, Westchester, Yonkers 
and Staten Island, N.Y. She is also responsible for 
the administration of the New York Foundling Hospi- 
tal, which is essentially a child-care institution, al- 
though limited numbers of sick babies are cared for 
in the hospital’s new $11 million structure. 

The New York Foundling Hospital and its world- 
famous adoption department is a subject very close 
to Mother Bernard’s heart. Early in her religious life, 
teverend Mother was treated for a serious illness and 
convalesced at the hospital. During her period of con- 
valescense, she was able to fulfill her desire upon 
entering the community—to care for sick children 
and orphans. 

However, being a religious and subject to the vow 
of obedience, Mother Loretto Bernard soon learned 
that her community had other work for her to do. 
She was enrolled in St. Vincent’s Hospital School of 
Nursing in Manhattan. 

After completing nurses’ training, Reverend Mother 
was assigned as clinical instructor at St. Vincent’s 
Hospital School of Nursing in Manhattan before being 
appointed head nurse in pediatrics at St. Vincent’s. 
It was here that she had her first opportunity to test 
her ability as an administrator: she undertook a com- 
plete reorganization of the hospital’s department of 
pediatrics. Evidence of her success was the subsequent 
approval of the department by the state for student 
nurses’ affiliation in pediatrics. During the early 
1930’s, Mother Bernard also found time to earn a 
bachelor’s degree in nursing education at the Catholic 
University of America. 

Two years later (1933) Mother Bernard was ap- 
pointed assistant administrator of St. Vincent’s Hos- 
pital in Manhattan and served in that capacity for six 
years. Recalling the challenges of this period, Rever- 
end Mother pinpointed the “hospital’s need for mod- 
ernization in the sense of the prewar days, namely, 
the need for departmental organization.” Although 
this work occupied the greater part of Mother Ber- 
nard’s attention, she also concentrated on develoning 
good administrative-medical staff relationships. Since 
St. Vincent’s Hospital was, and still is, affiliated with 
the New York University-Bellevue Medical Center, 
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“I hope that the current national reorgan- 
ization of Blue Cross will serve as an effective 


impetus in building better understanding 
between hospitals and Blue Cross on the hos- 
pital’s administrative costs and its responsi- 


bilities in serving patients.” 


many of the hospital’s physicians were members of 
both hospitals’ staffs. Reverend Mother fondly recalls 
those early days of working with the medical staff 
and proudly attributes many of the sound principles 
of administration that she has learned to the out- 
standing physicians with whom she had the oppor- 
tunity to work in the middle and late 1930’s. 

Mother Loretto Bernard’s esteem for the medical 
staff of St. Vincent’s has not diminished with the 
years. Today she is the first to compliment St. Vin- 
cent’s physicians for the work that they are doing 
in providing full medical care, free of charge, to the 
large number of indigent patients treated as emer- 
gency patients every day of the year. 

Reverend Mother’s appointment as administrator 
of St. Vincent’s Hospital came in 1939. She took over 
the administration of a hospital plant that had vir- 
tually been devoid of new construction for three 
decades. The one exception was the erection of a 
clinic building at St. Vincent’s in 1930. Thus the year 
1939 saw St. Vincent’s in great need of a modern 
patient care facility; it was also that year that Cardi- 
nal Spellman came to New York City. Reverend 
Mother believes that since Cardinal Spellman was 
from a family of physicians, he took an especial in- 
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terest in hospitals and St. Vincent’s Hospital in 
particular. 

In addition to the support of local clergy, Mother 
Bernard received the enthusiastic backing of the hos- 
pital’s board of trustees. The chairman of the hospi- 
tal’s advisory board at that time was the late Alfred 
E. Smith, former governor of New York. 

Reverend Mother’s administration at St. Vincent’s 
was marked by an extensive building program. The 
10-story Cardinal Spellman Pavilion was completed 
in 1941 at a cost of $1 million. It is primarily for care 
of general medical and surgical patients, although 
maternity and neurological patients are also housed 
in this unit. 

After World War II, fund-raising was started for 
the replacement of the original private pavilion, 
which was constructed in 1882. Due to high building 
costs and lack of funds the new building was com- 
pleted in two parts: the Alfred E. Smith Memorial 
in 1950 and the John J. Raskob Memorial Pavilion in 
1953. 

Mother Loretto Bernard recalls that the hospital 
was still struggling with the Raskob Pavilion when 
the board of trustees decided that the hospital should 
build a psychiatric facility. With the assistance of 
Hill-Burton and foundation funds, the Jacob L. Reiss 
Mental Health Pavilion, an acute psychiatric facility 
for care of 100 inpatients, was completed in 1956. Pa- 
tients requiring long-term psychiatric care are trans- 
ferred to St. Vincent’s Hospital in Westchester, N.Y.., 
or to Bellevue Hospital, if they are medically indigent 
and residents of New York. 

Being a large hospital with extensive facilities, St. 
Vincent’s provides an excellent training ground for 
hospital administrators as well as for members of 
the medical and paramedical professions. As admin- 
istrator of St. Vincent’s, Mother Loretto Bernard 
served as preceptor for graduates of the St. Louis 
and Columbia University programs in hospital ad- 
ministration. She believes that financial or business 
training is an excellent prerequisite for a career in 
hospital administration. She calls a “brain for fi- 
nance” a necessary know-how in these days of third- 
party prepayment problems. Confident that most 
women do not have an aptitude for “figures”, Rever- 
end Mother sees the lay assistant administrator as a 
strengthening force in the financial management of 
Catholic hospitals. However, she prefers to see well 
trained, competent religious as administrators of 
Catholic hospitals. 

Once Reverend Mother’s management capabilities 
were recognized at St. Vincent’s, it was not long 
before national, state and local hospital organizations 
began utilizing her talents. The American Hospital 
Association elected her vice president in 1946 and the 
American College of Hospital Administrators named 
her as vice president in 1949. A fellow of the ACHA, 
Mother Bernard has also served as a member of the 
college’s central committee on institutes and its exam- 
ination development committee. In 1954 Mother Ber- 
nard became a member of the administrative and ex- 
ecutive boards of the Catholic Hospital Association. 
In 1955 she explored the topic, “The Hospital In- 
tangibles,” in her presentation of the Sixth Annual 
Alphonse Schwitalla Lecture sponsored by the CHA. 
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Reverend Mother Loretto Bernard was a member 
of the board of governors of the New York State Hos- 
pital Association for six years. During that period, 
Mother Bernard worked diligently with the associa- 
tion’s committee and the local Blue Cross Plan to in- 
crease the Plan’s awareness of hospital costs, especial- 
ly the costs of education and emergency care. Mother 
Bernard hopes that the current national reorganiza- 
tion of Blue Cross will serve as an effective impetus 
in building better understanding between hospitals 
and Blue Cross on hospitals’ responsibilities in serv- 
ing patients and on their administrative costs, includ- 
ing the education of interns, residents and student 
nurses. 

She has also served on numerous committees of 
the Greater New York Hospital Association. 


“One of the most pleasant assignments 


during my 38 years in the religious life was 
the two years I spent working with the or- 
phans and sick children at the New York 
Foundling Hospital.” 
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Reverend Mother’s management skills have also at- 
tracted the attention of groups outside the hospital 
world, In 1951 Mother Bernard was awarded the 
medallion of honor and designated Catholic Woman 
of Achievement by the Women’s International Ex- 
position. She was cited for her role in making St. 
Vincent’s an outstanding center for care of the sick, 
particularly the sick-poor. 

Universities have also recognized Mother Bernard’s 
accomplishments. Last month St. John’s University 
in Brooklyn awarded her an honorary doctor of 
science degree. In 1955 Fordham University presented 
her with an honorary doctorate in humane letters. 
With a characteristic humility, Mother Bernard labels 
honorary degrees “great mysteries”. Mother Bernard 
stated, “I believe that somehow or other I have been 
destined to be the person who is to do certain things, 
especially in the way of changes and progress. I don’t 
feel that I deserve these honors any more than many, 
many persons who are working just as hard and 
have accomplished as much.” 

Looking back on 30 years of service to the hospital 
field, Mother Bernard has seen the public’s continued 
and increasing concern for hospitals and hospital costs. 
Like hospital administrators everywhere, she has ex- 
plored numerous means for controlling hospital costs. 
“One of the best mediums that we found at St. Vin- 
cent’s,” Mother reports, “has been the personnel study 
that we have conducted over the past three years.” 

Believing that any reduction in hospital costs must 
come through personnel, Reverend Mother set out in 
1956 to conduct a study of all personnel at St. Vin- 
cent’s Hospital. With financial assistance of the U.S. 
Public Health Service, this study in human relations 
and in working with people was conducted and com- 
pleted at St. Vincent’s prior to union attempts to 
organize New York hospitals. Mother Bernard points 
to the study “as an effective deterrent to union in- 
filtration as well as an employee morale builder and 
successful means of relating hospital costs to the 
public.” 

The past three decades have also demonstrated to 
her significant changes in hospital administration. 
Mother Bernard believes that the number of tasks 
that one has to do in administration has greatly in- 
creased since the depression days. This is due pri- 
marily to the increased functions in hospitals which 
require skilled administration. Mother Bernard finds 
that “administration today requires team leadership.” 
She states, “There is need for teamwork not only 
in the sense of the team on the horizontal line with 
various types of work to be done, but there is also 
need for the teamwork of leadership.” 

The increased complexity of hospital administra- 
tion and the demands for more and better personnel 
on the one hand and lower hospital costs on the other 
make it imperative for hospitals to explore every 
avenue to implement greater efficiency in their opera- 
tions. In this drive for efficiency, Mother Bernard 
hopes hospitals “will never lose the warmth and 
sympathetic understanding of sick people.” She calls 
this empathy the “extra that the patient expects and 
which he must receive if the hospital is not to be a 
cold, sterile laboratory of scientific apparatus and 
aloof automatons.” a 
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Ew PRESS CODE 
HELPS STRIKE 
A PUBLIC RELATIONS 


by WILLIAM B 


N OT TOO many years ago, hospi- 
i tals had a simple, ironclad 
method for handling all inquiries 
from the press and public. It was 
wrapped up in the classic response, 
“The patient is doing as well as 
may be expected”. 

This answer served as a bulwark 
against all efforts by reporters to 
learn the facts about a patient’s 
condition or illness. Champions 
of the noncommittal approach 
pointed out that newspaper reports 
of hospital activities always had 
glaring errors in them, and that 
the only way to prevent these 
errors was to frustrate all attempts 
by reporters to “get the facts”. 

In all fairness, it is necessary to 
say that these people were in 
keeping with their times. There 
was widespread belief that the 
general public couldn’t understand 
about medical care anyway. But 
times have changed. 

It has been apparent for some 
time that the public not only can 
“understand” medicine, but that 
we may have to struggle a bit to 
pique its jaded interests. 

It is in this setting that the hos- 
pital press code has taken form 
during the past decade. 


FORMULATING CODE 


If there is any single guiding 
principle to a press code it is this: 
It attempts to recognize that people 


William Bender Jr. is editor, Health 
Science Relations, The University of 
Michigan Medical Center, Ann Arbor. 





A press code is a “must” for main- 
taining constructive relationships be- 
tween reporters and the hospital, the 
author states. He gives basic require- 
ments and guides to follow in estab- 
lishing a press code that will keep 
in balance the hospital’s obligations to 
its patients and staff and those to 
reporters. 





living in a democracy have a right 
to know about those affairs which 
affect their health, their welfare 
and their lives. 

Secondly, it reflects the growing 
concern of hospitals about the 
people upon whose financial sup- 
port and good will hospitals de- 
pend for survival. ; 

A number of contributing fac- 
tors have played a role in formu- 
lating press codes. Among them 
are the growing responsibility and 
wholehearted desire of the press 
to let facts replace sensationalism, 
when and if the facts are made 
available. There is the explosive 
growth of public subscriptions to 
obtain the dollars needed to care 
for the sick and to further research 
into preventive medicine. There is 
the staggering increase in the cost 
of illness, and the urgent need to 
explain these costs through all 
avenues of communication. There 
is also the continuing need to in- 
form people that new procedures 
are available and are being placed 
into practice to help alleviate sick- 
ness. 

A press code or press guide is 
no magic formula to fulfill all 
obligations, nor is it a panacea 
for whatever ails public and press 
relationships. But it helps. 

It allows hospitals to chart a 


deliberate course of action midway 
between the stony silence of the 
past and a reckless, gossipy viola- 
tion of confidence which could 
bring hospitals into conflict with 
the laws of their states and the 


‘ethics of the health professions. 


CREATING PRESS GUIDE 


The procedure for creating a 
press guide may vary with each 
hospital and each community. 
Some existing guides resulted from 
unilateral action by administra- 
tors; others grew out of extensive 
committee meetings attended by 
hospital, medical and media rep- 
resentatives. Probably the best 
method is a combination of the 
two. 

In establishing a functioning 
press guide for the first time, or in 
revising an existing guide, a rough 
draft, which is seen by all the 
editors, reporters and broadcasters 
who might have frequent dealings 
with the hospital, should be writ- 
ten. All of these individuals and 
the administrator and trustees of 
the hospital should examine it. 

As the guide starts to develop, 
the problems which may arise can 
be solved by holding several meet- 
ings attended by all concerned. 
The charm of this approach is 
that by the time the guide is 
finished, a solid personal relation- 
ship with the press has been estab- 
lished and there is no need for the 
guide! 

However, situations and people 
change, so the guide should be set 
down in writing, and it should be 
made known that it is constantly 
on trial—that it will be changed 
any time there is good reason. 
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BALANCE 


There are just a few prohibitions 
to keep in mind when creating a 
press guide. 

1. Don’t try to teach journalism 

to the press. 

Don’t try to teach 
ethics to doctors. 
Don’t create a condition which 
would result in favoritism to 
one news outlet at the ex- 
pense of any other outlet. 
Don’t establish different ech- 
elons for the release of ‘‘more 
important” vs. “less impor- 
tant” information. 

Don’t try to “accredit” cor- 
respondents. It causes mean- 
ingless bookkeeping. 


medical 


MAJOR GUIDEPOSTS 


One essential step in formulat- 
ing a guide is to examine whatever 
state laws exist for governing the 
release of patient information. 
Existing state laws will give a 
good indication of the sentiment in 
each state regarding medical in- 
formation, and it would be wise 
to adapt a press code accordingly. 

Does a famous person forfeit his 
medical right to privacy simply 
by being famous? Does the acci- 
dental involvement of an average 
individual in a spectacular news 
event destroy his privilege to be 
sick and silent? Although it may 
grate on hospital nerves, the an- 
swers to these and similar ques- 
tions, based on journalistic prac- 
tice, appear to be “yes”. 

Other major guideposts to con- 
sider in creating a hospital press 
code include the obvious require- 
ments of the patient’s welfare and 
the hospital’s obligation to protect 
him from all influences inimical to 
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prompt recovery. There is, in ad- 
dition to the important matter of 
professional ethics, the equally 
important journalistic requirement 
to report news with accuracy, au- 
thority and speed. 


BASIC REQUIREMENTS 

When the University of Michi- 
gan Medical Center was revising 
its code, press codes from different 
parts of the country were ex- 
amined, and certain elements ap- 
peared repeatedly in these publi- 
cations. These codes* offer a good 
example of the basic requirements 
for a press code. 

Identification of spokesmen. 
Most of the codes list the names 
and telephone numbers of hospital 
spokesmen and where they can be 
reached at all times. 

Releaseable information. These 
codes offer a reasonably compre- 
hensive list of the kinds of infor- 
mation about patients which the 
hospital will release. 

Photographs and interviews. The 
codes establish routines to govern 
the handling of photographs and 
interview requests. 

A statement on public relations 
principles. Press codes generally 
include some comments on the 
need for good hospital-press rela- 
tions. This may take the form of 
a spirited moralizing, or a simple 
list of goals toward which the hos- 
pital is striving. However, this 
commentary seems to be directed 
more toward the hospital staff than 
toward the representatives of the 
press. 


PATIENT INFORMATION 


Perhaps the most useful element 
of the press code is the part which 
deals with patient information. 
This warrants painstaking con- 
sideration not only because it helps 
the spokesmen be consistent but 
also it enables the hospitals to 
meet urgent demands by the press 
promptly. 

The several codes we examined 
show general agreement on the 
following points of patient infor- 
mation. 

1. The presence of the patient, 
registered in the hospital under 
his own name, will be acknowl- 
edged. 

2. The general condition of the 


*These codes are listed at the conclu- 
sion of this article. 


patient will be given in such terms 
as “good,” “fair,” ‘serious,’ etc. 

3. The time of birth or death 
will be given. 

4. The name of an attending 
physician will be given only with 
his consent. 

5. A detailed medical diagnosis 
will only be given with prior con- 
sent of the patient (or responsible 
relative) and verification by the 
attending doctor. 

6. Written permission by the 
patient (or responsible relative) 
and approval by the attending doc- 
tor must be obtained to photograph 
or interview the patient. 

7. There will be no 
comment on the cause or motiva- 
tion of acts which led to an injury. 
This rules out any mention of 
suicide, drunkenness, rape, inten- 
tional poisoning, or similar as- 
sumptions which involve a pa- 
tient’s intentions. 

There is also fairly good accept- 
ance that a hospital may release 
a layman’s diagnosis—for example, 
a “broken arm”—even though it 
cannot release a professional diag- 
nosis of a “fractured humerus’”’. 

The Columbus, Ohio, code makes 
a valuable journalistic point by 
stating that hospitals will volun- 
teer information to the press about 
cases of unusual public interest. 

The University of Michigan 
Medical Center press guide revi- 
sion sets forth the principle that 
“all interesting or important in- 
formation (about a patient) will 
be released unless there is a valid 


hospital 


reason to withhold it’. Journalists 
who had worked closely with the 
Center urged this change of view- 
point in the belief that it would 
establish a more positive approach 
to medical news. 

The Colorado Code establishes 
the unusual point that a prognosis 
may be given on a patient. 

Another development of partic- 
ular journalistic significance ap- 
pears in the Syracuse, N.Y., code 
It states, “The name of the attend- 
ing physician may be _ supplied 
when requested in order to assist 
the newsman in obtaining further 
information about a case unless 
such physician in advance requests 
that he not be identified.” How- 
ever, it continues, “The name of 
the physician should not be used 
in news reports without his con- 

(Continued on page 103) 
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short-term savings for 


by JERRY N. RANSOHOFF 


WILLINGNESS to trade short- 
L term savings for long-term 
gains in operating efficiency has 
given Cincinnati a new, organical- 
ly complete hospital, even though 
its earliest segment was completed 
in 1915. 

Six essential factors lent them- 
selves to the linking of the old and 
the new parts into a modern func- 
tional hospital: 

1. Bold planning 

2. Confident decisions 

3. Analysis of community needs 

4. Analysis of the _ hospital’s 

needs 


Jerry N. Ransohoff is executive secre- 
tary of The Greater Cincinnati Hospital 
Council. 
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Renovation project 





In planning a large-scale modern- 
ization and expansion program for 
Christ Hospital, Cincinnati, the prin- 
ciple of passing up short-term savings 
for long-term gains was followed, the 
author states. He discusses the ob- 
jectives of this program in view of 
present and future needs and em- 
phasizes the cooperation between hos- 
pital staff and architect. 





5. Willingness to scrap sound 
structures not contributing to 
over-all efficiency 

6. Teamwork between adminis- 
tration, medical staff and ar- 
chitect. 

As a result of the effective com- 
bination of these six factors, Cin- 
cinnati’s “new” Christ Hospital is 
as convenient, functional and effi- 
cient as if it had been planned 





passes up 


long-term 


and built from the ground up as 
a single unit instead of having 
evolved over a period of 45 years. 


PLANNING ‘NEW’ HOSPITAL 


The evolution of the present 
“new” hospital goes back almost 20 
years. In the 1940’s and again in 
the 1950’s, plans were made to ex- 
pand the hospital. Both’ times, 
plans were abandoned because 
they did not allow for the long- 
range physical development of the 
hospital. Unfortunately, valuable 
time was lost in producing an inte- 
grated plan; however, the final re- 
sult far offsets any delays in the 
original construction plans. 

The teamwork between admin- 
istration, medical staff, a facilities 
consultant and the architect started 
more than three years ago. An 
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ARCHITECTURAL drawing of the 
new Christ Hospital shows the 
changes that were made during 
the recent expansion program. 
Dotted lines in the drawing in- 
dicate facilitiss removed or re- 
located to make way for new 
construction. 


AN EXTERIOR view of Cincin- 
nati’s Christ Hospital shows 
the new 1960 addition and 
the original hospital with the 
Georgian tower atop the 1930 
addition. 
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estimated 50 per cent of the ad- 
ministration’s total working time 
was devoted to conferences with 
the architect, trips, discussions with 
medical and facilities consultants 
and over-all coordination of the 
program as it related to the hos- 
pital and community needs. 

One of the outstanding effects of 
Christ Hospital’s renovation is that 
it does not display the “rabbit war- 
ren syndrome,” which is frequent- 
ly evident when short-term sav- 
ings are made, but paid for out 
of future loss of efficiency. How- 
ever, it took courage to sacrifice 
and scrap important areas with 
many years of usefulness in order 
to achieve the organic and func- 
tional unity that means efficiency 
and more effective patient care. 
The architect explained that noth- 
ing new or unusual was done, but 
that things were streamlined. 





Space on the surgical room 
floor is arranged so that there 
will be a minimum of cross- 
traffic and that treatment flow 
can be established for efficient 
care of patients. 


gains 


surgical floor 


gos stor 


— - 


bulk 
solutions 








five future 
operating rooms 


storoge 
—_ 


= 


or 
(heart) 


nurses 
locker rm 


* 





centrel 
medical 
bulk stor 
& supply 





control 














anesthetist 


lounge 
office 


sterile 
teble mokeup 


splint stor 





cont 
€ 
traming 


’ 
induction nurse |] Control 
& block 














JANUARY |, 1961, VOL. 35 








doctors 
locker 
room 


interns & 
residents 
locker rm 








(HARRY HAKE & HARRY HAKE JR., ARCHITECTS) 
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Christ Hospital had just received 
a new director when the prelimi- 
nary planning surveys were in 
progress. He emphasized two rea- 
sons for the renovation—the needs 
of the community and the needs of 
the hospital. 

The architect’s suggestions that 
a perfectly adequate chapel be torn 
down and that existing x-ray and 
operating room suites be aban- 
doned originally was incompre- 
hensible. However, the more thor- 
oughly the idea was investigated 
by the administration, trustees and 
the medical staff, the more sense it 
made. The trustees, particularly, 
were able to grasp the sound busi- 
ness practice of trading short-term 
savings for long-term gains. Al- 
though the decision meant betting 
a $250,000 expenditure now against 
bigger savings when the hospital 
was in operation, the decision was 
made, and the trustees held to it 

Besides the over-all planning, 
the architect was faced with a 
serious site problem. Cincinnati is 
a city of hills and Christ Hospital 
is perched on one of them. From 
the main entrance and the lobby, 
the land falls away sharply in a 
22 per cent grade. The rear of the 
new wing, as projected, would be 
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(ABOVE) All patient rooms are two-bed ac- 
commodations that offer maximum efficiency 
and flexibility of use. (BELOW) Nursing sta- 
tions are situated in the center of the patient- 
care floors to avoid extra steps for the nurses. 
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more than 45 feet below the main 
entrance. 

After deciding that the chapel, 
x-ray and operating rooms were to 
go, the architect, administration 
and medical staff began planning 
what should go into the new build- 
ing, where it should go and how 
much should be included. At this 
point, new ideas turned the sloping 
site into an advantage. It was de- 
cided that visitors, staff and am- 
bulatory patients could continue 
to use the street-level lobby en- 
trance. Outpatients, emergency pa- 
tients and supplies coming to the 
hospital would use the lower 
ground level, 200 feet away and 
three floors below the street level. 
In this way, the outpatient and 
emergency care facilities could be 
concentrated so that vehicular and 
pedestrian traffic, as well as staff 
personnel, would be relieved of 
unnecessary and conflicting cross- 
currents. The only points of con- 
tact would be those services that 
cared for both inpatients and out- 
patients, including x-ray, dental, 
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E.N.T. and ophthalmological serv- 
ices. After these major decisions 
were approved, the administration, 
architect and medical staff decided 
what additional changes needed to 
be made for each special service 
offered at the hospital. 

The architect tried to coordinate 
as many ideas as the staff pro- 
posed, and at the same time to 
make sure that nobody went to 
extremes. The objectives were uni- 
fied and orderly growth, not “de- 
partmental empire building”. 


OVER-ALL DEVELOPMENT 


At the end of 1957 when the 
over-all pattern was set, Christ 
Hospital had 356 beds. The oldest 
part of the structure, completed in 
1915, had 165 beds. A_ second 
building program in 1930 added 
200 beds. Nine beds were lost in 
interim changes. The new wing 
added 262 beds, but eliminated 74 
as unsuitable, bringing the hospital 
to its present capacity of 544. 

The design of the new wing 
called for four service floors and 
five patient care floors. 

Even before the detailed interior 
drawings were completed another 
gamble was taken. The nation was 
in a recession; building prices were 
low and threatening to go lower. 
However, the trustees’ building 
committee believed that business 
levels and prices would go higher 
if the architect had to wait for the 
final interior plans before inviting 
bids for buying the structural steel. 
The steel was purchased for a con- 
siderable amount less than _ it 
would have been had the architect 
waited for final plans. 


COMPLETED WING 


The completed wing of the hos- 
pital, opened in June 1960, is a 
massive, rectangular structure that 
would dwarf all but the Georgian 
tower atop the 1930 addition, ex- 
cept that it is “standing in a hole’”’, 
45 feet below the adjoining build- 
ings. The basement, beneath the 
lower grade, contains the bottom 
half of the hospital’s new 2 million 
volt x-ray therapy equipment, the 
autopsy rooms, purchasing, cen- 
tral storage and mechanical equip- 
ment. 

Above this, at the lower ground 
level, are the outpatient and emer- 
gency departments, diagnostic 
x-ray and other laboratory serv- 


ices and the receiving dock. 

The floor above this houses the 
surgical suite, 10 operating rooms, 
the recovery room, blood bank and 
the central supply room. Laundry, 
housekeeping and maintenance de- 
partments are on the same level 
in the older existing buildings. 
Adjoining the surgical suite is an 
empty space with facilities roughed 
in for five more operating rooms 
to meet future needs. 

Above the surgical suite are the 
pharmacy, offices, personnel locker 
rooms, nursing classrooms, a cen- 
tral kitchen which replaces four 
others, and a central dining room. 

At this point, the wing reaches 
grade level in the front. In the 
old part of the building are the 
lobby, offices, doctors’ 
the passageway to the new chapel. 
The new wing also houses the first 
of five floors for patients’ rooms. 
All patient rooms are two-bed ac- 
commodations, maximum 
flexibility of use, and each floor is 
planned on a “race track” 
with rooms on the outside and a 


lounge and 


giving 
basis 


core of services in the “infield 

The “infield” core on each floor 
includes conference rooms, bath- 
ing facilities, a utility station and 
a nursing station, as well as a 
food pantry. Frequent 
sages eliminate extra steps in going 
from a service center to any pa- 
tient’s room. All floors are served 
by two central elevators and meals 
are distributed in heated-refriger- 
ated carts from the central kitchen. 
All rooms are wired for an inter- 
communication with the 
nursing station, as well as with a 
central five-channel radio and re- 
corded music system. Piped oxygen 
and suction facilities are available 
in each patient’s room. 

The individual rooms are typical 
of any well designed, modern hos- 
pital, requiring a minimum of 
maintenance, even to the alu- 
minum-framed windows that can 
be washed from the inside. 


crosspas- 


system 


ALL WAS NOT LOST 

In scrapping old areas, however, 
all was not lost. The former sur- 
gical suite became the labor and 
delivery rooms for the hospital’s 
enlarged maternity services. By 
abandoning the old x-ray suite and 
by concentrating central supply, 
blood bank and other services in 
the new wing, the administration 
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THE MAJOR operating room 
for heart-lung surgery con- 
tains all the latest equipment 
for this type of surgery. 


NINE operating rooms are 
available at Christ Hospital. 
In addition, there is one ma- 
jor operating room for heart- 
lung surgery. Architectural 
plans already include five 
more operating rooms for fu- 
ture use. 


gained badly needed floor space for 
storage and offices. An existing 
wing will be converted into a 
modern intensive care unit. 

Both the director and the presi- 
dent of the board of trustees are 
equally proud of the potential of 
the new wing, with its six roughed- 
in operating rooms, empty elevator 
shafts and capacity for expansion. 

The present building cost ap- 
proximately $25,000 per bed, but 
four patient floors and all the 
services needed to operate them 
can be added at less than $7000 per 
bed. Looking at the population 
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projections, it won’t be too long 
before this additional space will 
be needed. 


CONCLUSION 

Several important points were 
made by the director in analyzing 
the reasons why the “new” Christ 
Hospital is a modern, efficient unit: 
1. Hospital representatives 
worked with the architect two 
mornings a week for three years, 
in addition to many special meet- 
ings, trips, etc., and the board, 
medical staff and administration 
were as much a part of the plan- 


ning commission as the architect. 

2. The hospital was willing to 
spend money now—possibly $1 
million—to realize future gains 
that will repay the initial invest- 
ment many times over. 

3. The hospital did not let short- 
range savings interfere with de- 
velopment of the hospital as an 
organic unit. Expressing it in 
physiological terms, the hospital 
attempted to make use of the dy- 
namic organic growth, adopting 
the effective mutants and eliminat- 
ing those that appeared to hinder 
orderly evolution. . 
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HOSPITALS 


without 


ADMINISTRATORS 


by FREDERIC C. LeROCKER 


OSPITAL ADMINISTRATION, as we 
know it, is a comparatively 
recent development, and in the last 
two or three decades, it has at- 
tained professional status in our 
country. What is the situation in 
the rest of the world? In Europe, 
for example, which has a much 
longer experience in hospital op- 
eration, have similar positions de- 
veloped? Do European hospital 
administrators have comparable 
authority? Where is the responsi- 
bility for the total operation of the 
hospital placed? Would an Ameri- 
can hospital administrator, pro- 
viding he were an accomplished 
linguist, have much difficulty in 
practicing his profession in an- 
other country, particularly a West- 
ern European democracy, with 
standards generally not too differ- 
ent from ours? The answers to 
these and other related questions 
were sought in a recent study of 
some European hospitals. 
To attempt a study of this na- 
ture without some careful selection 


Frederic C. LeRocker is director of the 
Sloan Institute of Hospital Administration, 
Graduate School of Business and Public 
Administration, Cornell University, Ithaca, 
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Hospital administration does not 
exist in Europe as we know it, be- 
cause there is no counterpart to the 
hospital administrator, the author re- 
ports. He discusses the role and re- 
sponsibilities of the administrative 
head or “director” of the European 
hospital, his problems—and his lack 
of problems. 





would have been to present a mo- 
saic without pattern or design. The 
choice was finally narrowed to hos- 
pitals in England, Norway, Sweden 
and Italy. 

English hospitals were studied 
because at one time our hospital 
organization must have been al- 
most identical with theirs, although 
this is not true today. The Scandi- 
navian countries of Norway and 
Sweden are reputed to have a very 
high level of hospital care. Statis- 
tics indicate that their standards 
are at least comparable to and in 
some areas higher than _ ours. 
Finally, in Italy, the tradition is 
for religious hospitals, which in 
many cases appear analogous with 
our own nonprofit voluntary insti- 
tutions. 

At this point, it should be stated 
that no comparisons of patient care 


as such were to be made. The ob- 
servations were for the purpose of 
comparing administrative organi- 
zations. 

The primary fact brought out in 
the study is that there is no Euro- 
pean counterpart for the American 
hospital administrator. The Euro- 
pean hospital administrator simply 
does not exist in the American 
sense of the term. The American 
hospital administrator—if he di- 
rected a European hospital—would 
have a reasonable facsimile of a 
board of trustees to report to, but 
his reporting would not deal with 
what he as an American adminis- 
trator considered major areas. His 
job would concern many details 
normally regarded as within his 
own jurisdiction, or those of de- 
partment heads. 


EUROPEAN ADMINISTRATORS 


This is not to be misunderstood 
as meaning that there is no admin- 
istrative head for each hospital. In 
each country visited during the 
study, an individual—comparable 
to a director—in each hospital had 
direct personal responsibility for 
the proper functioning of the in- 
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stitution; however, his portfolio in 
this capacity is very thin. 

The relationship most often used 
in our country to describe the ad- 
ministrator’s capacity to act is that 
of “agency”. The administrator is 
selected by the board and receives 
from them the authority to admin- 
ister the hospital. The board is the 
policy-making body whose deci- 
sions the administrator carries out, 
even if he originally proposed the 
decisions. His right to put them into 
effect is a delegation from the 
board. 

This relationship does not exist, 
insofar as it was able to be 
determined, in the European hospi- 
tals observed. In most cases, “‘hos- 
pital committees” (groups corre- 
sponding in some degree to boards 
of trustees in the United States) 
select the director. Their authority 
to select is complete, and, except 
in England the director is almost 
always a physician, and as such is 
responsible for the quality of 
medical care in the hospital. He 
owes his primary responsibility to 
the medical organizations, both 
private and quasi-governmental, 
with which he is associated as a 
physician. If he considers himself 
as the agent of any organization, it 
would probably be the ministry of 
health. For the European hospital 
director, the hospital committee is 
a group which has certain well 
defined functions—important ones, 
since it is the body that selects him 
—but this committee holds only a 
watching brief in many areas 
where its authority in our country 
would be, in theory, at least com- 
plete. 

The assumption may easily be 
drawn that the European hospital 
director is a dictator in that 
“board” supervision and authority 
is limited. This is not true, how- 
ever, for two principal reasons. 
The first, and the most important 
reason why this assumption is in- 
correct from the standpoint of this 
study, is that in a very large num- 
ber of areas, authority is exercised 
by some group or organization 
external to the hospital. The direc- 
tor simply is not called upon to 
make many decisions. The second 
reason is that there is a large meas- 
ure of internal decentralization 
within each hospital. 

This is why European hospital 
directors, when asked, usually in- 
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dicated that time devoted to ad- 
ministration is minimal. Question- 
ing this point usually elicited the 
answer that administration re- 
quired from one to 10 hours per 
week,! but observation indicated 
that the lower figures were usually 
understatements; the 10 hours per 
week seemed realistic. 


ADMINISTRATIVE DUTIES MINIMAL 


Who, then, does what? A brief 
survey of two areas of responsi- 
bility which weigh most heavily 
upon American administrators 
should make clear how attenuated 
European hospital administration 
is when viewed from an American 
standpoint. 

Finance. In the various subdivi- 
sions of this category, it is difficult 
to find any in which individual 
hospital administrators plan, de- 
velop, or execute. Capital invest- 
ment for major building projects, 
including large scale alterations or 
additions, are the province of a 
central agency and usually are in- 
corporated in a master plan. For 
example, in 1946 in Norway, the 
Ministry of Social Affairs and 
Health began planning for hospital 
plants on a basis described as ‘“‘de- 
tailed, province-wide, long-term 
and rational”.? Provincial commit- 
tees were set up in which political, 
medical and civil service bodies 
were represented. These produced 
master plans which eventually 
were approved by the director 
general for health. Specific plans 
for individual institutions are sub- 
mitted to the director general, who 
gives technical approval. The costs 
are met from local tax resources, 
low interest loans from state insti- 
tutions, or borrowings from the 
local money market. 

Income for operations is met by 
a combination of patient charges 
plus supplements from local taxa- 
tion. Patient room charges, where 
they exist, are fixed by the state 
social assurance funds to which 
most citizens belong, and local hos- 
pitals do not have any individual 
jurisdiction. In cases where there 
are private beds—and this includes 
English hospitals under the Na- 
tional Health Service—the premi- 
um to be paid is frequently es- 
tablished by government order. 
Separate charges are not made for 
laboratory services. Accordingly, 
what we in America would con- 


sider “deficit operation” is literally 
unknown, and the question, ““Where 
is the money coming from?” is not 
one to be asked by the hospital 
director. 

Personnel, The wages and work- 
ing conditions of hospital nonpro- 
fessional staffs are the subject of 
negotiation between unions or some 
comparable organization repre- 
senting employees and the owning 
authority (municipality, province 
or ministry) or its representatives. 
The agreements arrived at are de- 
tailed in nature and are roughly 
uniform for the entire country. A 
striking feature is that the com- 
pensation of hospital personnel 
compares favorably to that paid for 
comparable jobs in other activities. 
As a result, turnover is certainly 
no more of a problem for the hos- 
pital than it is for industry—and 
it is probable that it is even less. 
European hospital employees ap- 
pear to have an excellent status in 
their community and to be proud 
of their association with the insti- 
tution. 

In this connection, the system 
for determining the compensation 
of professional staffs (physicians, 
nurses, technicians, almost all of 
whom are employees) is basically 
the same, with the professional or- 
ganizations playing the role taken 
by unions for other employees. 


MEDICAL STAFF APPOINTMENTS 


Other Areas. What is true for 
financial matters and for personnel 
problems is also more or less true 
for other areas. Medical staff 
appointments are made through 
elaborate systems of competition, 
some by examination and some by 
study of credentials. In most cases, 
discretion for the hospital commit- 
tee is rigorously restricted and the 
hospital director plays a very mi- 
nor part. 

In the type of hospital visited, 
education appears to be limited to 
nursing. In this profession, schools 
are usually under the direct su- 
pervision of the state. Neither the 
director of the hospital nor the di- 
rector of nursing has important 
responsibilities. 

The director’s administrative 
burdens are lightened further by 
an individual who carries out some 
of the functions which Ameri- 
can administrators might consider 
belonging to the business man- 
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ager. Perhaps any use of the term 
“business manager” is misleading, 
since the business he manages is a 
very small part of the hospital 
operation. The Italian designation 
“secretary for economic affairs” is 
more enlightening. He does pre- 
pare operating budgets for sub- 
mission to the hospital committee 
through the director; he does su- 
pervise the comparatively small 
accounting and clerical staff; and 
he does check purchase requisi- 
tions for routine supplies. 

Internal decentralization, the 
second reason for the diminution 
of administrative authority, is 
achieved by giving a large measure 
of autonomy to service chiefs.’ 
They are usually responsible for 
the proper functioning of the de- 
partments. In many cases they 
handle their own budgets, direct 
their own staff and do their own 
purchasing—the latter activity 
with some clerical assistance from 
the business office. 


NO HOSPITAi ‘PROBLEMS’ 


Another way of looking at the 
exercise, or lack of exercise, of 
administrative authority is in terms 
of problem areas, particularly those 
in which the hospital administra- 
tor may be expected to furnish 
counsel and guidance, if not execu- 
tive action. Russell Nelson, imme- 
diate past president of the Ameri- 
-an Hospital Association listed five 
major difficulties that American 
hospitals face. These are: 1. em- 
ployee relations, unions, collective 
bargaining and strikes; 2. nursing 
and nurse education; 3. hospitals, 
physicians and medical practice; 4. 
hospital costs, Blue Cross, utiliza- 
tion and control; 5. legislation, care 
of retired aged, Forand Bill.4 

The first, employee relations, 
simply doesn’t exist in European 
countries. Employees are all union- 
ized or represented through organ- 
izations with quasi-public status; 
collective bargaining mechanisms 
are established by law or govern- 
ment regulations for all categories 
of employees, whether professional 
or nonprofessional. Employee rela- 
may cause concern, but 
never alarm. 

In the field of nursing, there is 
a comparable shortage of staff, but 
the comparison goes no further 
than the fact of the shortage, since 
such problems as accreditation for 


tions 
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nursing schools are not known 
where these schools are part of the 
state school system. Recruitment 
is a concern for the total apparatus 
devoted to health matters, not just 
to the hospital or the nursing pro- 
fession. 

Where the national practice is to 
employ physicians in the hospitals, 
the problem of staff-hospital ad- 
ministration relationship simply 
does not arise. The hospital is a 
competitor with the private prac- 
titioner in only the most limited 
sense, and this competition is re- 
served to very small groups at the 
top of the economic ladder. 

Hospital costs must always be 
a concern to hospital executives 
who are interested in efficient 
management, whether they are 
Norwegian or American. The enor- 
mous difference between the two 
countries is that none of the ram- 
ifications which make this area and 
its problems so onerous for us exist 
in the systems examined. Everyone 
is insured, and the difference be- 
tween income from insurance and 
operating costs is met as a matter 
of course, by tax resources. Taxes 
may, and do, rise, but the cost of 
hospitalization is only one of many 
would rarely if 
ever be singled out for hearings, 
adjudications and other such mani- 
festations of public concern. 

It can be seen, then, that the 
American hospital administrator 
transplanted to foreign shores 
would have a very inactive life in- 
deed. He would find himself a gen- 
eralist without portfolio 
authority was either very limited 
or did not exist. To him, the hos- 
pital would have an administration 
but no full-time administrator. The 
knowledge and skill which he has 
developed would largely not be 
required by the individual hospital. 


components and 


whose 


LITTLE CHANGE INDICATED 


The question is frequently asked 
if there are any trends in the 
administrative settings described 
which might eventually produce 
European hospital administrators 
whose functions would be compar- 
able to American administrators. 
No trends in this direction could 
be identified. However, in Sweden, 


for example, the “business man- 


ager” appeared to have more re- 
sponsibility for more areas of 
the hospital than his counterparts 


elsewhere. This may be due in part 
to the fact that directors are fre- 
quently chiefs of service who are 
appointed as directors for single 
terms of three years. ‘here may be 
some significance in the fact that 
hospital legislation 
year officially recognizes for the 
first time the possibility that a hos- 
pital director may not be a physi- 
cian. 

On the other hand, the English 
have materially reduced the au- 
thority of the administrator (‘“‘hos- 
pital secretary”) in each incividual 
hospital. It was first believed 
that the secretaries of the Hospi- 
tal Management Committees 
(which have 
groups of hospitals) would func- 
tion also as the secretaries of in- 
dividual hospitals, within the 
group, combining the two positions. 
This does not appear to be working 
in practice. 


enacted last 


responsibility for 


CONCLUSION 

Does the European form of or- 
ganization result in better patient 
care? I do not believe a comparison 
can be made—the variables which 
must be taken into consideration 
are so complex that almost any 
conclusion would be open to seri- 
ous challenge. The general public 
in those European countries studied 
regards hospital care as satisfac- 
tory. There appears to be less com- 
plaint, although this 
ascribed to a different set of ex- 
pectations on the part of the pa- 
tient. We must keep in mind that, 
“In America the passion for physi- 
cal well being . . . is general’’.® 


may be 


Americans want privacy, selective 
menus, linens changed very fre- 
quently and daily baths and back 
rubs, although their direct thera- 
peutic value may be questionable. 
The average European hospital pa- 
tient neither expects nor gets very 
but it would be very 
difficult to say, 


much of this 
from his stand- 
point, that he is not getting “ 
patient care”. bad 
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Frank S. Groner, president 
American Hospital Association 


Organizations 


And Their Relationships 


J.‘OR THE PAST two decades we 
have witnessed a strengthen- 
ing of our state and regional hos- 
pital organizations as well as 
the American Hospital Association. 
This is the tenor of our time, for 
ours is a world of banding together 
in virtually all areas of life. We 
observe this process in the union- 
ization of labor groups, the associ- 
ation of manufacturers and in- 
dustrialists, the organization of 
professional groups and occupa- 
tional in-groups. The result is that 
the lone individual and the unsup- 
ported unit of endeavor is left 
powerless in our society. Organi- 
zations come into being not only 
to argue the significant issues and 
to influence decisions regarding 
them, but also to decide principal 
questions, to define them and to 
demonstrate their relevance to the 
general welfare. Thus, such or- 
ganizations have become an ac- 
cepted fact in the hospital field. 
We must be associated together for 
effective participation in national 
causes and must exert an influence 
in shaping the social direction of 
our country. 


? THE American Hospital As- 
sociation has increased its sphere 
of activity, it has been a natural 
development that we communicate 
and collaborate with other groups. 
This is an association endeavor 
that is not well known to its 
membership, but it is extremely 
important in a comprehensive pro- 
gram. The American Hospital As- 
sociation has approximately 100 
contacts with other groups through 
joint committees, interassociational 
activity and representation. These 


contacts are so diverse that it is 
difficult to categorize them. 

The American Hospital Associa- 
tion is very active in working with 
the Joint Commission on Accredit- 
ation of Hospitals, the National 
League for Nursing, and others to 
raise standards in hospital and 
medical care. These programs rep- 
resent the submission of hospitals 
to voluntary controls and stand- 
ards. This is a proper function, in 
that it not only elevates standards, 
but gives clear answers and irrefu- 
table proof to some of the criti- 
cisms leveled at hospitals by the 
public. 


} COOPERATIVE approach with 
other organizations naturally in- 
volves professional groups with 
which hospitals have mutual prob- 
lems, interests, and goals. There 
are a score or more of these con- 
tacts, including the American Med- 
ical Association, the American 
Dental Association, the American 
College of Hospital Administrators, 
the American College of Radiolo- 
gists, the College of American Pa- 
thologists and the American Psy- 
chiatric Association. Liaison is also 
maintained with representatives of 
pharmacists, physical therapists, 
accountants, dietitians, nurse anes- 
thetists, purchasing agents, medi- 
cal record librarians, engineers and 
others. 

Having many member hospitals 
operated by the federal, state, 
county, or municipal governments, 
the American Hospital Association 
also recognizes the interest of gov- 
ernment in the health field. Today, 
this interest increasingly is seen 
in the form of indigent care pro- 


grams and provision for hospital 
care for the aged. Here a dual 
problem exists. While voluntary 
hospitals must remain as institu- 
tions independent of government 
since this is indispensable to the 
American way, they must be alert 
to government’s rightful and moral 
responsibility. Simply stated, it is 
this: that government at its vari- 
ous levels meet its obligation in 
financing—chiefly through con- 
tracting with participating hospi- 
tals—the care of the indigent, 
medically indigent, and others who 
are unable to pay for the services 
they need. This is a point of em- 
phasis which hospitals must pur- 
sue with unabated vigor to assure 
that the private patient will not 
have to pay for more than his 
own care. 


Ll, ADDITION to testimony be- 
fore congressional committees and 
meetings with various departments 
of government, the American Hos- 
pital Association works closely 
with many different governmental 
groups. These, among others, in- 
clude the Joint Committee to Study 
Health Problems of Aged Veterans, 
the Joint Committee with U.S. 
Public Health Service to Develop 
Principles of Areawide Community 
Health Facility Planning, commit- 
tees of the National Institutes of 
Health, and representation on 27 
committees of the U.S. Department 
of Commerce and American Stand- 
ards Association. 

Interorganization relationships 
in a broadening area of health in- 
terests are becoming more and 
more a part of our program, thus 
increasing the scope of the Ameri- 
can Hospital Association and as a 
result increasing the influence of 
the hospitals of our nation. 
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CONSTANT turning and release of pressure is time-consuming, but it is 
the only solution to the problem of decubiti in the long-term patient. 


THE NURSE = 


key figure in preventive \ 
and restorative 


dats aban NT RE 


JUN PROVIDING needed restorative 
l nursing services and preventing 
the development of secondary dis- 
abilities in patients with acute and 
chronic diseases, the nurse can 
contribute importantly to a hospi- 
tal program of prevention and re- 
habilitation. The nurse, whether 
she is working in an acute ward 
or in a rehabilitation unit, plays 
a unique role in that it is her 
function to tie together the various 
aspects of the patient’s total care 
program. The expertness with 
which a nursing staff performs this 
role during the early stages of a 
patient’s illness can well mean the 
difference between whether he 
will get back to his family and 
his work at a reasonably early 
date or whether he will remain 


Geraldine Skinner, R.N., is director of 
Nursing Service, Rancho Los Amigos 
Hospital, Downey, Calif. 

The paper is based on a presentation 
at the 1950 annual meeting of the Ameri- 
can Hospital Association. 
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PRESERVATION 





RET L  id 


joint motion and muscle function requires 


continual attention by the nurse, who must also put joints 
through the normal range of motion. 





In this article, the author discusses 
what nursing can do to prevent dis- 
ability through deformity and loss of 
function in acutely ill patients whose 
illnesses or injuries will require long- 
term care in a rehabilitation unit. She 
also describes the specialized role of 
the nurse as coordinator of the total 
patient-care program. 





many weeks or months in the 
hospital, often depleting his fam- 
ily’s financial resources. 


PREVENTIVE CARE 


The true value of the preventive 
aspects of nursing care are not 
always fully comprehended by 
personnel caring for patients dur- 
ing periods of acute illness. The 
tendency to become so concerned 
with the acute aspects of the pa- 
tients’ diseases or injuries means 
failure to sufficiently emphasize 
the preventive aspects. 

At Rancho Los Amigos Hospital, 


a chronic disease and rehabilita- 
tion hospital in Downey, Calif., 
every registered nurse, licensed 
practical nurse and nurse aide is 
given special instruction in meth- 
ods of giving bed exercises, range 
of motion for normal joints, good 
bed positioning, methods of am- 
bulation and body mechanics as 
a part of the orientation and in- 
service education programs. 

To take up the care of the pa- 
tient in the general hospital, let 
us specifically discuss the care of 
a patient who has suffered a frac- 
ture of a cervical vertebra, with 
resulting spinal-cord trauma, from 
either a diving or automobile ac- 
cident This patient may be a par- 
tial or a complete quadriplegic 
upon admission to the hospital. 
He may be admitted to a neuro- 
surgical or an orthopedic ward. 
The physician may choose to treat 
him with head traction on an or- 
thopedic bed. At an early stage 
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of treatment, he may have ex- 
ploratory spinal surgery to relieve 
any cord or spinal nerve pressure 
resulting from the fracture. 

This patient, in addition to re- 
ceiving normal neurosurgical nurs- 
ing care, will need considerable 
preventive care if he is to be 
maintained in the best possible 
condition for physical rehabilita- 
tion. The nursing staff should al- 
ways be cognizant of the fact that 
this patient’s future progress lies 
mainly in their hands. The most 
highly skilled surgeon’s work can 
be largely negated by a lack of 
attention to the proper preventive 
and restorative aspects of nursing 
care. 


THE REAL ANSWER 


First and foremost, this patient 
must not be allowed to develop 
any breakdown of skin and tissue 
at pressure points, such as coccyz 
or shoulders. There is only one 
real answer to this problem and 
that is constant turning and re- 
lease of pressure. From the nursing 
viewpoint, this is such a time- 
consuming procedure that it is 
like the American problem of 
obesity—people are always looking 
for a magic formula or drug to 
solve it. The answer lies solely 
in the maintenance of adequate 
circulation to the tissues involved. 

Prolonged pressure on tissues 
which are already traumatized by 
a decreased innervation will result 
in decreased circulation and, even- 
tually, in decubiti if pressure is 
not released. At Rancho Los Ami- 
gos Hospital, “turning teams” have 
been formed, and patients must be 
turned as often as necessary to 
prevent the development of red- 
dened areas. The patient, himself, 
is taught to assist the teams by 
watching his skin areas, through 
use of a hand mirror, and by shift- 
ing his position. The charge nurse 
or team leader, who must work 
closely with the nurse aides, con- 
tinuously evaluates the skin con- 
ditions of the patients and revises 
the turning schedules as needed. 

While the patient is in bed or 
on a frame, his position may have 
to be altered as frequently as every 
30 minutes. Some patients may be 
able to tolerate one position for as 
long as two hours. For the bed 
patient, however, turning is never 
less frequent than once every two 
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hours. Some of the older para- 
plegics or quadraplegics may rest 
for prolonged periods in the prone 
position on stretchers. As a rule, 
turning every 30 to 120 minutes 
will be necessary whether the pa- 
tient is being cared for on an 
orthopedic frame or in a bed with 
the necessary pillow supports. Fre- 
quent turning not only maintains 
good skin condition, but also as- 
sists in the prevention of urinary 
calculi. 

When a patient in this rehabili- 
tation unit sits in a wheel chair 
for prolonged periods, thick sponge 
rubber cushions are placed in the 
chair. The patient is taught to 
raise himself and to shift his posi- 
tion every 5 to 10 minutes as long 
as he is sitting. 


OUNCE OF PREVENTION 


Even if nurses agree that the 
best way to treat a decubitus is to 
prevent it from developing, we 
must be realistic, because it is 
known that not infrequently a pa- 
tient is admitted to a hospital for 
physical rehabilitation and on ex- 
amination is found to have a de- 
cubitus or even decubiti. Some- 
times the decubitus is so extensive 
that physical rehabilitation in 
terms of ambulation and muscle 
building through mat exercises 
cannot be undertaken until the 
decubiti are under control or com- 
pletely healed. Secondary infec- 
tions frequently accompany decu- 
biti, which so sap the vitality of 
the patient that he lacks the 
needed strength and energy to 
participate in the rehabilitation 
program. This retards his rehabili- 
tation and increases his exvenses. 

It costs a minimum of $30 per 
day to maintain a patient on such 
a program, and the average pa- 
tient remains approximately six 
months in this intensive rehabili- 
tation program. It takes time to 
build muscle power and to learn 
a new way of life. What a pity to 
see a patient spending precious 
time and money (whether private 
or public) to correct conditions 
which good nursing care should 
have prevented! 

This may mean that instead of 
remaining six months in the re- 
habilitation unit and spending (or 
costing his county) $6000 so that 
he can return to home and family, 
he has to stay 10 or more months 


and spend $10,000 or more. These 
figures are very conservative. We 
cannot afford to let these com- 
plications occur! 

What is to be done if a patient 
does have an extensive decubitus? 
The procedure is not too different 
from that of the preventive care 
program—our conviction is that 
the solution is to turn and turn 
and turn, day and night, removing 
pressure and improving circulation 
to promote healing. We have tried 
everything in the books at Rancho 
Los Amigos Hospital, but turning 
is the key to healing of decubiti. 
With good success, we have used a 
coating of raw sugar in the wounds 
in combination with wet saline 
dressings. We also use exposure 
to the sun whenever possible. 

In some cases, nurses like to 
use thick-pile sheepskins to place 
under the patient. These 18-inch 
squares of clean deep-pile sheep- 
skins are autoclaved to rule out the 
danger of infection from them. The 
sheepskins, placed directly on the 
skin, have a desirable cushioning 
effect with a minimum of pressure, 
and the lanolin content is most 
beneficial. We never use air rings, 
because they do cause pressure 
rings. All dressings are handled as 
contaminated dressings. We seldom 
use orthopedic frames. 


PRESERVING JOINT MOTION 


While patients are being turned 
or bathed, it is important that their 
joints be put through a normal 
range of motion at least once daily 
to prevent periarthritis and main- 


tain normal joint motion—espe- 
cially in hip, knee, ankle, shoulder, 
elbow and wrist. Along with this, 
joints and muscles must be pro- 
tected by keeping patients in good 
body alignment whether they are 
supine, prone, side lying or sitting. 
If a patient with paralysis of an 
arm and hand is permitted to lie 
unsupported, with the thumb in 
a position of adduction instead of 
in a position of apposition, the 
function of the apponens muscle of 
the thumb can be destroyed in 10 
days or less. Ability to grasp is an 
important function for a human 
being to retain. If correct position- 
ing of the arm in abduction and 
joint exercise is not carried out 
conscientiously, adduction of the 
shoulder soon develops, leaving a 
patient unable to raise his arm. 
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The development of a recurva- 
tion of the knee, drop foot, or 
flexion contractures of the hip may 
delay the rehabilitation process as 
much as does the presence of a 
large coccygeal decubitus. If the 
patient has some muscular ability, 
he should be taught bed exercises 
which he is able to do, and he must 
be encouraged to do them at least 
daily. In the absence of a physical 
therapist, the nurse may do this 
or it may be a joint physical ther- 
apy nursing project. The nurse in 
helping a patient with range-of- 
motion exercises normally does not 
carry the exercise beyond the point 
of pain, whereas the physical ther- 
apist may do so. 


THE NURSING TEAM 


Most general hospitals do not 
have a sufficient number of physi- 
cal and occupational therapists to 
leave responsibility for joint ex- 
ercising and similar activities to 
such specialized members of the 
patient care team. Professional 
nurses must teach their nursing 
team members, practical nurses 
and nurse aides these responsibili- 
ties—and see that they are carried 
out, The nursing teams act coop- 
eratively with the physician, phys- 
ical therapist, occupational thera- 
pist and other team members to 
maintain any function not lost 
through the disease or injury. In 
addition, nursing teams try to 
maintain involved areas of the 
patient’s body in the best possible 
condition for physical rehabilita- 
tion, which is to be initiated at the 
earliest possible date. 

Every patient with chronic dis- 
ease is a potential cripple. Few 
elderly patients are free from 
chronic disease and they do not 
have the resiliency to ward off 
deformity as do younger persons. 
More hemiplegics can be seen in 
our communities these days; Park- 
inson’s disease is common and 
arthritis is a major crippling dis- 
ease. Even the patient with chronic 
emphysema is receiving attention 
from the physical therapist and 
the nurse as to breathing exercises 
and good body mechanics. These 
are only a few of the conditions 
which are commonly seen in the 
general hospital. 

In each patient, the nurse must 
recognize a challenge and perform 
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her role in helping the patient 
prevent deformity from develop- 
ing. It is a real challenge for the 
nurse to study each patient to see 
now she can best apply her knowl- 
edge of nursing to his care and, as 
a result, successfully carry him 
through acute care and start him 
on the road home. 

Space does not permit describing 
the details and techniques to be 
applied in the care of the many 
patients—cardiac, cerebral vascu- 
lar accident, multiple sclerosis and 
many other kinds. It must not be 
forgotten that rehabilitation doesn’t 
start the day a patient enters a 
physical rehabilitation unit: it be- 
gins the day he first becomes ill 
and continues throughout his ill- 
ness. 

In a rehabilitation unit, the 
health team has some specialized 
methods of assisting the patient 
back onto his feet, or at least to 
help him develop to the maximum 
of his ability. The team is serious- 
ly handicapped, however, if one 
member doesn’t accept his role and 
contribute his part to the total care 
of the patient. 

Nurses working in the field of 
physical rehabilitation have come 
to look upon their task as some- 
thing of a mission. They are thrilled 
with their ability to help people 
and are anxious to fire other health 
workers with enthusiasm for this 
task. 


THE NURSE'S PRIVILEGED ROLE 


Just another word or two about 
the role of tae nurse in rehabilita- 
tion. Sometimes the nurse has not 
sold herself or others on her role 
on the rehabilitation team, either 
in the general hospital or in a re- 


habilitation center. I am part of an 
institution where the entire organ- 
ization, but especially the medical 
administration and staff, sincerely 
believes that the nurse plays a 
key role on the _ rehabilitation 
team. The nurse attends all pa- 
tient-centered conferences and has 
a definite voice in the total care 
program of each patient. 

The success of a patient’s re- 
habilitation program depends to a 
marked degree on the skill of the 
team leader or head nurse in keep- 
ing the program running smoothly 
and in high gear. The responsibil- 
ity of the nurse is heavy, but what 
challenges and rewards it does 
produce! Physical therapy, occu- 
pational therapy, nursing and 
other services work hand in hand 
in the’ rehabilitation program 
with little overlapping of func- 
tion, but with the nurse ensuring a 
well balanced total care program 
for the patient. 

In summary, rehabilitation be- 
gins the day the patient becomes 
ill. The nursing team should be 
constantly alert to the preventive 
and restorative aspects of patient 
care as well as to curative aspects 
of care. At times, the professional 
nurse may be the person carrying 
the major concern for preventive 
and restorative aspects of care. 
Since all illness is a_ potential 
crippler, nursing’s goal in the gen- 
eral hospital is to carry the patient 
safely through his acute illness 
with a minimum of complications. 
When nursing has done this, the 
patient can enter the rehabilita- 
tion unit ready to begin the last 
lap of his journey toward family 
and home with the least expendi-- 
ture of time, energy and money. ® 





NOTES AND COMMENT 





Medical educator recommends 


two-year mixed internship 


Writing in a recent issue of the Journal of the American Medical Asso- 
ciation*, a professor of pathology has made a plea for a two-year mixed 
internship for both the prospective general practitioner and the specialist. 

“The internship,” Alfred Angrist, M.D., writes, “is the critical period 
for the medical graduate in the continnum of preparation for clinical 


*Angrist, A. Plea for two-year mixed internship for family physician and specialist, 
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practice.” Dr. Angrist is professor 
and chairman, Department of Pa- 
thology, Albert Einstein College of 
Medicine, Yeshiva University, New 
York City. 

But, Dr. Angrist adds, “‘The in- 
ternship has evolved with a pur- 
pose, but with little planning and 
has many inadequacies; there is no 
justification for complacency and 
the perpetuation of the existing 
status.” 

The present one-year service 
imposes the dichotomy of straight 
and mixed services, with resulting 
inadequate basic training for the 
general practitioner and a too lim- 
ited background for the specialist. 
He indicates that the development 
of a good mixed intern service is 
a bit more difficult, but a test of 
the social consciousness of the 
hospital’s medical staff, which af- 
fords them an opportunity to make 
an important contribution to medi- 
cal care and education and com- 
munity welfare. 

In contrast, he states, all con- 
cerned—hospital, medical staff, in- 
terns and patients—lose when the 
present straight internship with all 
its limitations prevails, despite its 
appeal to individual service. To 
overcome objections to the one- 
year rotating internship and to 
remove the limitations of the one- 
year straight internship, Dr. An- 
grist suggests a two-year mixed 
internship, which will allow a 
terminal six months on a selected 
service. 

Dr. Angrist recommends that the 
two-year mixed internship should 
1. Provide experience in di- 
agnostic, therapeutic, psychi- 
atric, preventive and rehabili- 
tative aspects of medicine and 
pediatrics, including care of 

the newborn. 


2. Include outpatient and 
emergency services with in- 
struction and experience in 
minor surgery and the pri- 
mary care of trauma. 


3. Furnish elective experience 
and instruction in obstetrics 
and gynecology to prospective 
family physicians. 

4. Afford opportunities for 
experience in other special 
areas, such as laboratory and 
research. 

The obstacles to ready accept- 
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ance of a two-year mixed intern- 
ship, Dr. Angrist points out, are 
the financial burden that it imposes 
on candidates who have already 
devoted many years to expensive 
training, the failure of the armed 
services to grant deferment and 
the specialty boards to allow 
credit for the second year. He 
writes, “In the present pattern of 
medical care, there is no longer 
any justification for denying ade- 
quate stipends to interns.” He adds 
that ‘‘by alleviating the anxiety of 
financial hardship, the graduate is 
free to give undivided energy to 
his training and to the service he 
can render.” 

Dr. Angrist indicts hospitals be- 
cause they do not “make the in- 
ternship a stimulating training ex- 
perience.” As a result, he states, 
“we have in the internship a 
foundering, haphazard type of 
education, with opportunistic com- 
promises and adjustments.” He 
recommends that hospitals which 
cannot provide an adequate train- 
ing program should hire recent 
graduates who have completed 
their internships and residencies. 
Payments for services rendered by 
these physicians should be borne 
by the hospital, the patients and 
the medical staff because all will 
benefit therefrom. 

The internship should be either 
abolished or improved, Dr. Angrist 
asserts. The two-year mixed in- 
ternship can embody the best ped- 
agogic principles and the practical 
advantages essential to a good in- 
ternship. In terms of the physi- 
cian’s future practice, Dr. Angrist 
states, it will provide a good basic 
background for the specialist and 
would properly prepare the gen- 
eral practitioner, and would also 
help restore his former status. 

Dr. Angrist concludes, “There is 
a need to prepare the new physi- 
cian, both general practitioner and 
specialist, better for group prac- 
tice, which many agree is an ef- 
fective means of rendering modern 
medical care for the patient by the 
doctor. Neither medical colleges 
nor hospital internships include 
this objective now. The type of 
service recommended (the two- 
year mixed internship) achieves a 
more cohesive hospital experience 
and better prepares the intern, as 
general practitioner or specialist, 


and staff for cooperative hospital 
effort and group practice.” s 


Pilot program launched 
to study perinatal mortality 


A pilot program to study peri- 
natal mortality will be launched 
in 1961, supported by a grant of 
$25,000 from the American Med- 
ical Research Foundation (AMRF), 
a research arm of the American 
Medical Association. The program 
will provide detailed data about 
the births of 100,000 babies in 100 
hospitals during the coming year. 

The key purpose of the study, its 
director stated, is to determine 
how and why many babies die at 
birth or shortly after. The pro- 
gram aims at reducing the inci- 
dence of infant mortality and re- 
ducing the incidence of morbidity. 

Sydney H. Kane, M.D., of Phila- 
delphia, will serve as project di- 
rector, with headquarters in that 
city. Dr. Kane has had experience 
in processing maternal and new- 
born data for the past 14 years. 

Members of the project will 
work with hospital staff com- 
mittees, drawing on all the dis- 
ciplines associated with reproduc- 
tion. These include obstetrics, 
pediatrics, pathology, nursing, sur- 
gery and anesthesiology. 

AMRF Perinatal Study, as the 
pilot program will be known, will 
make a code sheet available to 
all participating hospitals, which 
will provide uniform terminology 
and reporting data. Staff personnel 
will check for completeness of 
data, and anonymity will be pre- 
served. 

Data collected will include in- 
formation about infection, infection 
transmission, bleeding, childbirth 
labor, previous reproductive his- 
tory of the mother and so forth. 
All data will be forwarded to the 
AMRF Perinatal Study and will 
be processed on electronic equip- 
ment. 

The tabulated data will be dis- 
tributed to hospital and state and 
county medical society committees 
for analysis and study. Dr. Kane 
said that the success of the pilot 
program will determine whether 
it will be extended to cover the 
majority of babies born in the 
United States. s 


57 





futchasting 


LIE 


[S OF 


URCHASING 


random survey shows that 


the purchasing agent is the 


working partner of administration 


d ipes PROCUREMENT function, 
along with 10 to 15 other de- 
partmental activities usually found 
in the average hospital, must fit 
into one of the most complex insti- 
tutional organizations in our so- 
ciety. The hospital, indeed, because 
of the variety of services provided 
by so many specialized personnel, 
constitutes a most intricate form 
of organization. 

As is well known, the purpose 
of the purchasing department, or as 
it might better be titled the pro- 
curement and supply department 
(these designations will be used 
interchangeably in this paper), is 
to provide centralized procurement 
and control of all supplies, equip- 
ment and material used in the 
hospital. 

The procurement and supply de- 
partment has both a staff and line 
function. It is staff in that it oper- 


tendent of Freedman’'s Hospital, Depart- 
ment of Health, Education and Welfare, 
Washington, D.C. 

This paper is based on a presentation at 
the instructional conference on hospital 
purchasing, 62nd annual meeting of the 
American Hospital Association, San Fran- 
cisco, August 1960. 
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by CHARLES E. BURBRIDGE, Ph.D. 





In this article, the author reports 
a survey among 400 hospitals about 
purchasing and procurement practices. 
He discusses his findings about the 
organizational status of the purchas- 
ing department, the responsibilities of 
the purchasing agent and his qualifi- 
cations. 





ates upward, downward, and out- 
ward, and across organizational 
lines.! In other words, purchasing 
serves the entire organization, and 
it offers advisory and consultative 
services to both top management 
and operating departments. This is 
in keeping with Ordway Tead’s 
definition of staff activities, which 
he describes as those performed by 
service, facilitating or consultative 
groups designed to render aid to 
the entire organization.” 

Of line functions, he writes the 
following: “As soon.as an organi- 
zation reaches a size where each 
major function is carried by a per- 
son who has others reporting to 
him as assistant heads and as oper- 
atives, a hierarchy of authority and 
responsibility begins to emerge. 
This hierarchy operates through 


successive levels of executives in 
what is known as ‘lines of authori- 
ty’.”2 

Procurement, therefore, is also a 
line function in that it has operat- 
ing responsibilities of its own with 
intradepartmental supervision to 
carry out. Another point which 
supports the theory of line au- 
thority is that in a number of 
instances, the department takes ac- 
tion on its own initiative, which is 
also a characteristic of line organ- 
ization. 

Since the department is neither 
entirely line nor staff, but a mix- 
ture of both, it might better be 
categorized as an auxiliary service 
or function, a terminology bor- 
rowed from public administration. 
An auxiliary service centralizes 
certain essential activities, such as 
purchasing and storage of supplies, 
which are needed by all operating 
agencies or departments, and per- 
forms these services for them. In 
this way, a uniform degree of 
efficiency is obtained, convenience 
is achieved and operating units 
may then devote full time to their 
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own specialized activities. 

How does the procurement and 
supply department fit into the total 
organization? An attempt was made 
to find answers to this and other 
questions by sending questionnaires 
to a random sample of approxi- 
mately 400 hospitals, covering 
every geographic area in the United 
States and representing all types 
of ownership and control, size and 
clinical classification. There were 
210 responses, for a yield of slight- 
ly more than 50 per cent. 

No attempt will be made in this 
paper to detail all the findings of 
this survey. In connection with 
this portion of the discussion, how- 
ever, some reference will be made 
to the various types of organiza- 
tional arrangements encountered. 
In hospitals with purchasing de- 
partments, which constituted 29 
per cent of the institutions studied, 
bed capacities ranged from 75 to 
3400 beds. There were institutions 
as large as 300 beds, however, in 
which the purchasing function was 
being carried on as an ancillary 
responsibility of one or more ad- 
ministrative persons other than a 
purchasing agent. The average sized 
hospital among those with pur- 
chasing departments was 487 beds; 
approximately 30 per cent of these 
institutions were less than 200 beds 
in size. 

ORGANIZATIONAL CONTEXT 

On the question of where the 
procurement department fits into 
the hospital organization, the an- 
swers were quite clear. Eighty per 
cent of the departments answered 
directly to top management—58 
per cent to the administrator and 
22 per cent to the assistant admin- 
istrator. The remaining 20 per cent 
reported, for the most part, to 
comptrollers, business managers or 
accountants. The majority of these 
actually have approximately the 
same status as an assistant admin- 
istrator. All this indicates a close 
similarity in the organizational 
patterns of purchasing departments 
as they relate to top management 
in that they enjoy first ranking 
departmental status in most in- 
stitutions. 

What is important here is that 
hospital administrators not only 
place the purchasing department 
properly on the organizational 
chart, but also actually use the 
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purchasing agent as a member of 
the administrative team. 


-ELEGATED RESPONSIBILITIES 


The survey showed some varia- 
tion in the types of responsibilities 
delegated to the procurement de- 
partment, For instance, one depart- 
ment published the house organ, 
which is a function customarily 
carried out by a public relations 
department. Another respondent 
said that his department is also 
responsible for plant operations, 
including laundry, maintenance, 
the boiler room and housekeeping. 

Printing seemed to be a frequent 
responsibility of purchasing de- 
partments; one, in addition, in- 
cluded office machine repair in its 
purview. One quote from a ques- 
tionnaire seems to serve notice of 
further expansion. It states in part, 
“I believe that purchasing and 
personnel could be handled by one 
qualified person in a hospital this 
size (150 beds).” 

In practically all departments, 
stores and stock control were in- 
cluded as responsibilities. One pur- 
chasing agent was strong on this 
point. He wrote, “If I may make 
just one comment, it would be to 
stress the importance of having 
stores directly under the person 
doing the purchasing, regardless of 
size of hospital. If a purchasing 
agent is limited to the storekeep- 
er’s requisition for stock, the hand- 
icap would make it impossible to 
buy the right amount at the right 
time and at the right price.” 

It would be appropriate here to 
mention hospitals in the study that 
did not have organized purchasing 
programs. It has already been 
stated that 29 per cent of the total 
had procurement and supply de- 
partments. The distribution of the 
71 per cent that did not have or- 
ganized programs was: (1) hospi- 
tals of less than 100 beds—46 per 
cent; (2) hospitals of more than 
100 beds—17 per cent; (3) hospi- 
tals using an outside centralized 
purchasing service—8 per cent. 

By far the largest single cate- 
gory in this group, as would be 
expected, was the hospital of less 
than 100 beds; these had bed 
capacities ranging from 25 to 99 
beds and an average size of 51 
beds. In practically every one of 
these hospitals, the purchasing 
function is carried out by the ad- 


ministrator; in the exceptions, it is 
by a combination of the adminis- 
trator and the dietitian, or the 
administrator and the pharmacist. 

So far, this paper has discussed 
the purchasing function and _ its 
relationship to management, but 
has not considered the individual 
who administers this vital pro- 
gram. Who is the purchasing agent? 

The purchasing agent is a work- 
ing partner in the administration 
of the hospital. He is a specialist 
in the procurement of supplies, 
material and equipment. He is the 
hospital’s dollar conscience. He is 
a consultant and advisor on mat- 
ters of procurement and supply. 
He is the developer of specifica- 
tions and the negotiator of con- 
tracts for both services and things. 
He is the expert in market re- 
search, who is able to ferret out 
the best product with both quality 
and economy in mind. 

In addition to the many tech- 
nical tasks that he must do, he 
must have the ability to deal with 
various types of individuals and 
maintain good working relation- 
ships with personne] at all levels 
of the organization. 


THE HOSPITAL’S IMAGE 


Further, he is the hospital’s 
image to the world of industry, 
which is represented in his hospital 
by the salesmen and detail men. 
In this sense, he shapes public re- 
lations for his hospital with an 
important segment of the com- 
munity. And finally, he must be 
familiar with the hospital and the 
functions of various departments 
to be more effective in his work. 

These things he must do, and 
know how to do them well. But 
what is the most important attri- 
bute a purchasing agent should 
have? My belief is that he should 
have what might be called the 
“proper-worker’s-attitude com- 
plex’. This could be expressed in 
terms of his attitude in six areas: 

1. Toward himself—continuing 
self-evaluation. 

2. Toward his work—optimism 
and conviction of “the possible’ 
in almost every situation. 

3. Toward subordinates—help- 
fulness and understanding. 

4. Toward fellow workers— 
friendliness and cooperativeness. 

5. Toward the hospital—loyalty. 

6. Toward people in general— 
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interest in and awareness of peo- 
ple, and a quick, pleasant recogni- 
tion of their presence. 

Another way of saying the same 
thing is that success or failure is 
caused more by mental attitude 
than mental capacity. However, in 
this difficult job of procurement 
for a hospital, the purchasing agent 
needs both a healthy attitude and 
the necessary technical skills. 


EDUCATION FOR PURCHASING 


One of the pressing questions in 
this field is how much and what 
kind of education a purchasing 
agent needs to do his job. This is 
difficult to determine. Hospital 
purchasing agents will have to 
answer this question for them- 
selves with the aid, of course, of 
interested individuals and organi- 
zations. 

In the survey of purchasing, 
mentioned earlier in this paper, a 
question was asked about the edu- 
cational attainments of purchasing 
agents in the institutions surveyed. 
In summary, these are the answers: 
(1) no answer to the question— 
20 per cent; (2) high school—28 
per cent; (3) high school plus some 
college—10 per cent; (4) bachelor’s 
dezree (mostly in business admin- 
istration)—27 per cent; (5) mas- 
ter’s degree in hospital administra- 
tion—5 per cent; (6) other (law, 
pharmacy, nursing)—10 per cent. 

There appears to be no uniformi- 
ty in the educational preparation 
of hospital purchasing agents. The 
scale runs from less than a high 
school education to formal educa- 
tion in hospital administration, 
law, pharmacy and nursing. All of 
us can agree, however, that the 
considerable technical skills neces- 
sary to and the responsibility in- 
herent in the position of procure- 
ment officer would seem to require 
formal training for successful per- 
formance in this rather specialized 
area of management. 

The following unequivocal quote 
from one of the questionnaires 
supports this point of view: “It is 
more important to have a trained, 
dedicated person doing this work 
(purchasing) than most anything 
else.” Another respondent places 
the sights high with organizational 
overtones when he says, “The pur- 
chasing agent can be a buyer or 
he can be a valued member of the 
administrative team. Probably, in 
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the future, purchasing will be a 
junior executive post for a man 
with a master’s degree in hospital 
administration, and he will work 
up from there.” 

It appears from the study that 
in most instances, the purchasing 
agent is already a junior executive 
and a valued member of the ad- 
ministrative team. His job, how- 
ever, is much more specialized 
than that of the hospital adminis- 
trator, which would mean that a 
specialized educational program 
should be tailored for him alone. 
This subject of education, as 
already stated, is a difficult one 
and requires continued attention 
from interested persons. 


AREAS OF CONFLICT 


Now let us turn to some of the 
human problems with which the 
purchasing agent has to deal. These 
we might call areas of conflict. The 
hospital scene may be described as 
constituting a kaleidoscope of so- 
cial interaction in an institutional 
setting. In such a setting, it would 
be less than realistic if it were said 
that there are no areas of conflict 
because of the worthiness of the 
single objective of patient care. 

There is conflict in the hospital 
scene—conflict of an interdepart- 
mental nature and on an inter- 
personal plane. As intimately asso- 
ciated with all segments of the 
hospital organization as is the pur- 
chasing department and its per- 
sonnel, the purchasing agent could 
hardly escape some of these vexing 
situations. 

Fortunately, these situations are 
usually at a minimum, and it is a 
rare occasion when operations are 
seriously affected by these prob- 
lems of relationship. However, 
they are disruptions and therefore 
every administrator and every de- 
partment head works to minimize 
the causes. The purchasing agent, 
as a department head, also labors 
in the vineyard of better relation- 
ships. 

From the standpoint of the ad- 
ministrator, I will mention a few 
situations centering around the 
purchasing function that may trig- 
ger strained relationships. 

Case 1: An error is made in the 
stock control record and the hos- 
pital runs out of an essential sup- 
ply item. The purchasing agent 
may have been an innocent by- 
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stander in this situation, but since 
he supervises stock control and 
stores, he is held responsible. As a 
consequence, unpleasant interper- 
sonal relationships may develop 
between the purchasing agent and 
the department head who needed 
the supply. 

Case 2: It is a common failing of 
most persons who are not conver- 
sant with purchasing to believe 
that the issuance of a purchase 
request automatically guarantees 
delivery to the department in 24 
hours. Since this is not always pos- 
sible, Dr. X, who wanted a certain 
instrument immediately and got it 
within normal delivery time, in- 
sists loudly that the purchasing 
office does not know how to do its 
work and that hospital administra- 
tion is inefficient. 

Case 3: The department head or- 
ders a specific item. The purchas- 
ing agent, without consultation, 
purchases another item of the same 
type that is readily available. It 
doesn’t matter to the department 
head whether the item was more 
economical or that it does the job 
better; he is angry because he 
wanted exactly what he ordered. 
Then, another conflict develops. 

Some of these situations are 
avoidable, but the course of human 
affairs being what it is, some may 
not be. 


HANDLING CONFLICT SITUATIONS 
Conflict ‘situations are generally 
met in three ways, which may 
either improve or worsen the situ- 
ation. These are: 

1. Communicative devices—The 
problem is brought out into the 
open and approached either per- 
son-to-person or through corre- 
spondence. This is an effort to talk 
it out and lessen tension, which 
offers a positive approach to solv- 
ing problems of interpersonal re- 
lationships. 

2. Laissez-faire—The individu- 
als involved ignore the problem 
hoping that it will work itself out. 
They stop speaking and avoid each 
other. Obviously, there is no solu- 
tion here, so either the principles 
resort to solution one just men- 
tioned, or find themselves involved 
in the third alternative. 

3. Overt interaction—This is 
open warfare in which the com- 
batants engage into violent con- 

(Continued on page 67) 
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Hospital cabinet (1F-1) 
Manufacturer's description: This single- 


unit cabinet is designed to provide 
storage and equipment needed for 
medicine preparation in nursing 
units and may be recessed in the 
wall or used as a free-standing 
section. Optional items include: a 


refrigerated narcotics compart- 
ment, shelving for sterile supplies, 
medicine cup dispenser, waste re- 
ceptacle, medicine card rack and 
step shelves for additional storage 
space. St. Charles Mfg. Co., Dept. 
H1, St. Charles, Ill. 


Washing control (1F-2) 
Manufacturer's description: After filling 


JANUARY I, 1961, VOL. 35 


the supply cups, this device, which 
is mounted on the machine, auto- 
matically performs the washing 
formula, empties supplies into the 
washer at predetermined intervals 
and rinses the machine by means 
of a jet spray. Available with 
optional thermostatic regulation for 
hot water and steam temperature, 
and governed by a formula chart, 
the control admits the desired 
amount of water, times and drains 
baths, introduces soap baths and 
bleaches, blues and sours. Ameri- 
can Laundry Machine Company, 
Dept. H1, Cincinnati 12. 


Magnetic visual control board 


(1F-3) 
Manufacturer's Scheduling 


of maintenance personnel and/or 
maintenance work; renovation 
planning for hospitals; service 
schedules, and systematic plan- 
ning of maintenance with produc- 
tion facilities, are just a few ways 
of employing this magnetic control 
board. Magnetic control consists 
of a magnetic steel board bonded 
to masonite, which holds on its 
surface the visual elements that 


description: 





comprise the needs of the user. 
The standard size of a magnetic 
control board is 24 in. x 36 in. 
Finished in gray and framed in 
polished aluminum, this board 
could be used anywhere 
systems and management controls 
are applied. Methods Research 


almost 


Corp., Dept. H1, 105 Willow Ave., 
Staten Island 5, N.Y. 


Warning stickers (1F-4) 


Manufacturer's description: Vitamins that 
contain more than four mgm. of 
folic acid for daily dosage must be 
marked with a caution notice. For 
this, nonmoistening pressure-sen- 
sitive labels can be applied on the 
packaging line with an electric dis- 
penser or can be applied by merely 
peeling the protective backing from 


p If you wish to have your name sent direct to the manufacturers of products 
and distributors of literature described in this review, check the appropriate 
items on this coupon, sign your name and address, clip and mail to the Edi- 
torial Department of HOSPITALS, J.A.H.A., 840 North Lake Shore Drive, 
Chicago 11, Illinois. 
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Wound evacuator (1F-15) 
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Electronic microscope (1FL-3) 
Pharmaceutical catalogue (1FL-4) 
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CAUTION: Federal law 
prohibits dispensing without 
prescription. 

The use of folic acid in patients 
with pernicious anemia or who 
may develop pernicious anemia 
involvesa serivus hazard of induc- 
ing @ hematopoietic response, 
while permitting progressive de- 
velopment of combined system 
disease of the spinal cord. Parent- 
erally administered cyanocobal- 
amin (Vitamin B12) is the therapy 
ofchoice in perniciousanemia and 
should be employed in patients 
receiving folic acid unti) pernici- 
ous anemia has been ruled out. 
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CAUTION: Federal law 
prohibits dispensing without 
prescription. 

The use of folic acid in patients 
with pernicious anemia or who 
may develop pernicious anemia 
involvesa serious hazard of induc- 
ing a hematopoietic response, 
while permitting progressive de- 
velopment of combined system 
disease of the spinal cord. Parent- 
erally administered cyanocobal- 
amin (Vitamin B12) is the therapy 
of choice in pernicious anemia and 
should be employed in patients 
receiving folic acid until pernici- 
ous anemia has been ruled out. 


L-36 


the label and affixing the label to 


the surface of a container or pack- 
age. A standard label, such as that 
shown, could be used in compliance 
with this new federal government 
ruling. Allen Hollander Co., Inc., 
Dept. H1, 385 Gerard Ave., New 


York. 


Pupillary movement measurement 


(1F-5) 


Manufacturer's description: A  direct- 


writing electronic device for re- 
cording and analyzing pupil re- 
flexes by measuring differences in 
the diameters of the pupils has 
been developed. The instrument has 
the ability to follow and record 
pupillary oscillations. Further uses 
which seem promising include dis- 
tinguishing between psychosomatic 





and neuro-physical pathology, psy- 
choneuro research, examination for 
the effects of encephalitis, diagno- 
sis of multiple sclerosis and corre- 





lation with electroencephalograms. 
General Precision, Inc., Dept. H1, 
63 Bedford Rd., Pleasantville, N.Y. 


Urine collector (1F-6) 
Manufacturer's description: A convenient 


24-HOUR = By 
COLLECTION = (..Y 








ANNOUNCING 
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Sponsored by the American Hospital Association in cooperation with 
Michigan State University, Kellogg Center for Continuing Education 





And againthis year Huntington Laboratories 
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For details, write: 


American Hospital 
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ington Laboratories 
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840 North Lake 
Shore Drive, Chi- 
cago 11, Illinois. 
Deadline for appli- 
cations is February 
9, 1961. Huntington 
Laboratories has no 
part in the selection 
of winners. 
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Anyone you select is eligible to compete . .. the Short 
Course in Hospital vanes ing has but one objective— 
better patient care through better hospital housekeeping. 

Anyone you select from your hospital may attend the 
course and is eligible to compete for a Huntington Labora- 
tories scholarship. The rules are simple. The person must 
presently be employed by a hospital, or promised employ- 
ment upon completion of the course. Two letters of reference 
are necessary, plus a statement of 500 words or less from the 
person you select on “‘What benefits I expect to obtain from 
the Short Course in Hospital Housekeeping.”’ Each scholar- 
— | will cover the major portion of the room, board, tuition 
and book costs (approximate value, $35U.UU). 
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system for obtaining pediatric 
urine collection over a 24-hr. peri- 
od, which fits infants of either sex 
and stays in place by means of a 
nonirritating, pressure-sensi- 
tive adhesive. The set consists of a 
clear plastic bag with a four-ft. 
connecting tube for attachment to 
a collection bottle that is leak- 
proof, nontoxic and requires no 
nursing surveillance while in use. 
The set is available for normal 
collections, but can also be sterile 
packed for collecting sterile speci- 
mens. Sterilon Corp., Dept. H1, 
500 Northland Ave., Buffalo 11. 


Plastic key identifiers (1F-7) 

Manufacturer's description: These pliable 
plastic caps, in a choice of nine 
bright colors, slip over the heads 
of office keys to give identification. 
The resilient material also helps 
reduce excessive jingling while 
the keys are not in use. A beak- 
shaped indicator on the side of 
the cap shows which way the key 
should be inserted in the lock. 
These caps are packed in clear 
plastic bags, three to a package, 
with three color variations. Saxton 





Barrett Co., Dept. H1-81, P.O. Box 
1508, Altadena, Calif. 


Surgical microscope (1F-8) 

Manufacturer's description: This surgical 
microscope, used for endaural sur- 
gery, provides great magnification, 
illumination directly through the 
objectives and comfortable work- 
ing distance. The microscope is 
available in various types, with a 
choice of observation tubes and 
complete selection of optional at- 
tachments. V. Mueller & Co., Dept. 
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H1, 320 So. Honore St., Chicago 
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Electronic stethoscope (1F-9) 
Manufacturer's description: This all-tran- 


ae: 

sistor stethoscope amplifies sounds 
up to 100 times more than the con- 
ventional stethoscope, and com- 
bines an extra output with a head- 
set that can be used simultaneously 
with auxiliary output. Light weight 
and compact, this instrument is 
portable and can be used daily for 
six months without changing the 
six standard cells. Trans-Pacific 
Electronics, Inc., 4216 Lankershim 
Blud., Dept. H1, No. Hollywood, 
Calif. 


Mechanical hands (1F-10) 
Manvfacturer's description: This mechan- 


ical device, which enables one 
nurse to hold an immobile bed pa- 
tient comfortably on his side dur- 
ing bed adjustments or treatment, 
has been described as an extra pair 
of hands. It consists of a broad, 
smooth dise affixed to an adjust- 
able arm, which clamps to the bed 
rail and projects over the patient so 
the disc presses gently but firmly 
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Angelica’s 
answer to the 


Now a surgeon gown designed at the lowest 
possible cost for absolute maximum coverage. 
No more pinning! This gown stays closed in any 
position. The overlapping back gives complete 
back and side coverage. 


Check these special features: Double ties. Tun- 
nel belt for adjustable waist. Top tie at collar 
adjusts to any size. Double yoke. Raglan sleeves. 
Double sock cuffs. Choice of colors and sizes. 


Insure sterility. Call your Angelica representa- 
tive today. 


ugeleca 


UNIFORM COMPANY 


1429 Olive St., St. Louis 3, Mo. 
107 W. 48th Street, New York 36, N. Y. 
177 N. Michigan Ave., Chicago 1, Illinois 
1900 W. Pico Bivd., Los Angeles 6, Calif. 
317 Hayden St. N. W., Atlanta 13, Ga. 








SHOE COVERS 


The latest step in sanitary, | 
surgica’ footwear. Soft flexi- 
ble conductive rubber sole | 
and grounding strap. San- | 
forized and completely | 
washable. 








against his body. Sierra Eng. Co., 
Dept. H1, 123 E. Montecito Ave., 
Sierra Madre, Calif. 


Antiseptic spray (1F-11) 

Manufacturer's description: Packaged 24 
cans to a case, this one-lb. can of 
hospital antiseptic spray can be 
used for disinfecting. It is non- 


noncorrosive and has 


irritating, 
residual activity. Lever Bros. Co., 
Ind. Div., Dept. H1, 390 Park Ave., 
New York 22. 


Hospital tubing sets (1F-12) 

Manufacturer's description: Prepackaged 
in plastic bags, and available in all 
sizes, this vinyl tubing is intended 
for use in hospital intubation pro- 
cedures, such as urinary, stomach 


and rectal drainage. Flexibly de- 
signed to aid in specific body func- 
tions, the tubing is disposable, 
which also assists in reducing the 
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risk of cross-infection. Becton, 
Dickinson & Co., Dept. H1, Ruth- 
erford, N.J. 


Disposable ashtrays (1F-13) 

Manufacturer's description: Made of foil 
laminate, these heat-resistant ash- 
trays will adhere vertically to most 
nonporous surfaces by means of a 


strip of adhesive mounted on the 
back. For easy dispensing, the trays 
are nested in one container which 
can be hung in any convenient area 
for patients use. Trayco, Dept. H1, 
P.O. Box 476, Libertyville, Ill. 


Inspection table (1F-14) 
Manufacturer's description: Made of steel 
or stainless steel, this linen inspec- 


tion table frames a plate-glass top 
over a bank of fluorescent lights. 
Linen is passed over the top and 
inspected for tears, breaks or weak 
spots so that patching can be ac- 
complished quickly. The table con- 
nects to any power outlet, and is 
available in a variety of sizes. 
Maysteel Products, Inc., Dept. H1, 
740 N. Plankinton Ave., Milwau- 
kee 3. 


Wound evacuator (1F-15) 

Manufacturer's description: For the re- 
moval of hematoma following op- 
erative care of osteomyelitis, deep 
abcesses and other large surgical 
incisions, this disposable unit con- 


of a small, nonpyrogenic, 
plastic tube with a perforated sec- 
tion for imbedding in the wound, 
a needle for placing the wound 
tubing, a Y connector with large 
tubing and a 400 c.c. suction evac- 
uator. Zimmer Mfg. Co., Dept. H1, 
Warsaw, Ind. 


sists 


foduct titenatune 





SEE COUPON, PAGE 63 


Instrument catalogue (1FL-1)—In- 
cluded in this 470-page catalogue, 
illustrating more than 4200 surgi- 
cal instruments, are many new in- 
struments developed for neurosur- 
gical, otolaryngological and other 
specialized as well as general sur- 
gery. Blood pressure apparatus 
and diagnostic instruments are 
also illustrated. Miltex Surgical 
Instrument Div., E. Miltenberg, 
Inc., Dept. HL1, 43 Gt. Jones St., 
New York 12. 


Operating room cleaning circular 


(1FL-2)—This illustrated circu- 
lar describes a microstatic tech- 
nique for between-operation and 
end-of-day operating room clean- 
ing. The Kent Co., Inc., Dept. 
HL1, Rome, N.Y. 


Electronic microscope (1FL-3)—A 
20-page color brochure, illustrat- 
ing electron micrographs of 40 se- 
rial sections, interprets the results 
achieved by this electronic device 
in finding the different and varied 
consistencies in tissue thicknesses. 
LKB Instruments, Inc., Dept. HL1, 
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4840 Rugby Ave., Washington 14, 
De. 


Pharmaceutical catalogue (1FL-4) 
—A compilation of nonprescription 
and prescription pharmaceuticals, 
which include formulas, dosages, 
indications, contraindications, trade 
names and retail prices. Minnesota 
Pharmaceutical Labs., Inc., Dept. 
HL1, 2706 W. 7th Blwd., St. Paul 
16. 


The status of purchasing 


(Continued from page 62) 


flict. As a consequence, a bitter 
feud may ensue, which can involve 
many members of the organization 
because individuals choose sides. 
Obviously, every effort should be 
made to prevent conflict from de- 
veloping because the means of 
treating it after the fact are so 
painful and uncertain of success. 
Prophylaxis in this area entails not 
only constant hard work in the di- 
rection of better human relations, 
but also the improving and tight- 
ening up of systems of operation 





so that the that irritate 
are minimized. Lastly, purchasing 
agents need a depth of focus in 
terms of institutional objective— 
i.e€., a common 


errors 


sense of mission 
that welds hospital personnel to- 
gether and _ subordinates 
thing else to patient care. 

This paper might be summarized 
as follows: 


every- 


1. There is no absolute uniform- 
ity in the organization of procure- 
ment and supply departments in 
hospitals, but there is a high de- 
gree of similarity in the manner in 
which they are associated with top 
management. These departments 
rate, and in most instances have, 
full departmental status. 

2. The procurement and supply 
department could be called an 
auxiliary service because it per- 
forms both staff and line functions 
and renders aid to the whole or- 
ganization. 

3. Most hospitals of 100 beds 
and larger have purchasing de- 
partments. However, a substantial 
number in this size group have not 
yet established procurement 
supply departments. 


and 





“DIGBEE” 





“Would you say I have excellent, good, fair 
or poor patient rapport, whatever that means?” 


FILL ’EM OUT 
PRESS ’EM DOWN 
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4. At present, there appears to 
be no uniformity in the education- 
al preparation of hospital purchas- 
ing agents, so it is difficult to 
define who is a qualified purchas- 
ing agent. 

The position of purchasing agent, 
with its extensive responsibilities 
and rigid operating requirements, 
would seem to demand that an in- 
cumbent have either broad ex- 
perience in hospital purchasing or 
training in the field. 
underscores 


specialized 
This, In my 
the need to develop adequate edu- 


opinion, 


cational programs. 

5. Problems of interpersonal re- 
lations involving the 
agent will occur to one degree or 
another in the hospital. Fortunate- 
ly, they are usually not serious, 


purchasing 


but these problems should be rec- 
ognized and efforts made to mini- 
mize them. In this human 
skills are more important than 
technical skills. e 
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NEW from Gow 


PULL ’EM OUT 
IN SECONDS! 


New Briggs lab report slips offer you two 
great advantages: (1) Self-duplicating NCR 
paper; no carbon to smudge hands or 
equipment. (2) Kleen-stick permanently 
bonds lab slip and master sheet without 
messy water or tape 


22 different color-coded forms, accepted 
and used daily by thousands of physicians, 
hospitals and labs. Eliminate recopying 
time and errors. 2 and 3-part sets. Same 
day shipment, money-back guarantee from 
America’s fastest growing factory-to-you 
hospital forms supplier. FREE: 2-volume 
catalog of 600 printed hospital forms 


PRINTING CO. 


515 28th. St., P. O. Box 1086 
Des Moines, lowa 





feed service and dietetios 


SHAPING FOOD 
PURCHASING PATTERNS 


by MRS. KATHERINE ELMAN 





Date of Request 





This form must 


Note to suppliers: be returned by 


*® PLEASB DO NOT QUOTE GH ITEMS NOT IW STOCK 

* IF SPECIFICATION LISTED IS NOT AVAILABLE No. 3 
PLEASE NOTE THIS OM YOUR RETURN QUOTATION 

* PLEASE INSERT THE LABEL NAMB YOU ARE DELIVERY INSTRUCTIONS 


QUOTING ON IN THE COLUMN MARKED "LABEL" All deliveries must be made at 
LELAND AVENUE ENTHANCE between 


THIS IS NOT AN ORDER 8 A.M. and 3:30 P.M, Monday thru 
Friday. We will not be responsible 
Please sutmit your price for the following items: for deliveries that do not comply. 
WIT 
UNIT DESCRIPTION LABEL PRICE 














12/46 Apple Juice, Fancy, Unsweet 





12/46 Apricot Nectar, Fancy, Sweetened 








12/46 Cherry Juice,Pancy, Sweetened 





12/pt Crenberry Juice, Fancy 





12/46 Grape Juice, Fancy, Unsweetened 





12/46 Grapefruit Juice, Unsweetened 





12/46 Peach Nectar, Fancy, Sweetened 





12/46 Pear Nectar, Fancy, Sweetened 





12/46 Pineapple Juice. Unsweetened 





12/qt Prune Juice, Water Extract 





12/46 Tomato Juice, Fancy, Salt Added 





6/10 Applesauce, Choice 





6/10 Apricot Halves Choice, Unpeeled, 83-108 Heavy Syrup 


Apri hot a up 35645 A een, 


Shipments will be made from 




















within days after receipt of order. 


Prices are F.0.B. 





Terms 





Compeny Heme 





Address 





Telephone Io. 





Signed 





Title 





WHEN RETURNING QUOTATIONS PLEASE SEND TO ATTENTION OF PURCHASING DEPARTMENT. 


Copies of this bid for staples with amoumts required are sent monthly to all purveyors 
with which the hospitel deals. Bids are returned and orders ere written from these 

sheets. Space for listing labele was added as an additional check on specifications. 
Can-cutting is done routinely and spot check is done regularly on labels in storeroom. 











Chart 1—Request for quotation—Lovis A. Weiss Memorial Hospital, 
Chicago 
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The author believes that the estab- 
lishment of purchasing patterns is a 
cooperative activity of the dietary and 
purchasing departments. She lists defi- 
nition of objectives the first step in 
determining purchasing patterns. Sub- 
sequently, careful consideration should 
be given to the type of hospital, types 
of patients cared for and their special 
needs, and the type of menu used. 





: en PURCHASING function of the 
food service director or hos- 
pital purchasing agent today is 
becoming more and more recog- 
nized as an integral and extremely 
important part of hospital oper- 
ation. It is important in an economy 
of constantly rising prices that 
proper management of the food 
dollar be emphasized and that the 
necessity of setting definite stand- 
ards be stressed. 

The purchaser’s keynote can be 
stated simply: best quality for a 
minimum expenditure. This goal 
can be accomplished best with well 
defined purchasing procedures. By 
setting these patterns or proce- 
dures, it is possible to give the food 
service director more time to carry 
on other administrative duties. 

Since we are living in a period 
of “gastronomic revolution’, we 
must be alert to the new techniques 
and products that are constantly 
being developed in the food field. 
Food service directors and pur- 
chasing agents must shoulder the 
responsibility of keeping up to 
date on these products and tech- 
niques and fitting them into estab- 
lished purchasing patterns. This is 
"Mrs. Katherine Elman is director of 
food service at the Louis A. Weiss Memo- 
rial Hospital, Chicago. This article is an 
adaptation of Mrs. Elman’s address at the 


American Hospital Association food _ 
chasing institute in Chicago, June 1960. 
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the case whether the food service 
director does his own purchasing 
or whether the purchasing depart- 
ment does it. If a food service 
director does not understand the 
basic principles or techniques of 
proper food purchasing, he cannot 
expect to have products that are 
satisfactory for his particular use. 
It is necessary for the food service 
director to be able to set up sug- 
gested specifications with the pur- 
chasing department, and to be 
willing to cooperate with this de- 
partment in discussing and arriv- 
ing at written specifications. 

Four main objectives must be 
accomplished in order to do proper 
purchasing: 

1. To procure a supply of food 
items on which standards of quality 
have been exactly defined. 

2. To maintain a constant supply 
of these food items by considering 
service as one of the most im- 
portant factors in purchasing. 

3. To maintain this food supply 
with defined standards and max- 
imum service at a minimum cost. 

4. To set proper quantities for 
items to be purchased. 


DEFINING STANDARDS 


We must define the quality of 
the product desired by giving an 
exact description of the item. This 
description is arrived at by de- 
ciding the specific use and net 
yield of the product required, and 
then by deciding which product 
best meets the requirements. In 
certain instances, one may use a 
lower grade for a particular item 
more advantageously than a higher 
grade. Therefore, it may be nec- 
essary to specify more than one 
grade of a particular item, depend- 
ing on its use. Help in defining 
standards can be obtained from 
various sources, such as governr- 
ment specifications, buying guides, 
etc. 

We can implement standards of 
quality in the form of complete 
and detailed lists of specifications. 
In meats, for example, state the 
grade, cut, and weight (see Chart 
2, p. 70), or in canned goods, the 
grade, style, size, drained weight, 
etc. Suppliers can be of consider- 
able help in defining standards. 
They are usually most cooperative 
and can often suggest new ideas 
and new products. We can not 
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ask suppliers to set standards but 
we should realize that they can be 
very helpful and that they are in- 
terested in doing a good job for 
the hospital. Alsc, suppliers ap- 
preciate knowing tne hospital’s 
needs so that they may possibly 
modify their products to meet 
them. This might include the 
changing of packaging, style, etc. 

MAINTAINING A SUPPLY 

In maintaining a constant supply 
of food items, we must consider 
the availability of the item plus 
the assurance of proper delivery 
at the proper time. For instance, 
in the case of perishable foods, we 
must be sure that we can get de- 
livery as often as necessary and 
that the types of items desired are 
available from a particular source. 
It is also important that the pur- 
veyor be able to accommodate the 
hospital with an occasional emer- 
gency delivery. It is suggested, 
therefore, that service to the hos- 
pital is equally as important as 
quality in establishing a purchas- 
ing pattern. Storage and refrigera- 
tion facilities must be reviewed, 
so that we can determine the 
required number of deliveries. If 
the storage area is large, it may be 
well to purchase in larger quan- 
tities and indicate fewer deliveries. 
It is also well to have a knowledge 
of the availability of items by 
season, etc. 

The above objectives must be 
accomplished at the lowest possible 
cost. This necessitates a good un- 
derstanding and knowledge of what 
is available and at what prices. 
Products must be constantly in- 
spected and tested so that com- 
parisons can be made and a final 
choice made. 


MENU: PATTERN DETERMINANT 


Because of the complexity of a 
hospital Organization and the fact 
that a hospital deals in services 
rather than products, there are 
many factors that are helpful in 
formulating purchasing patterns. 

Basically, the type of menu used 
is the prime factor in deciding 
what these patterns will be. In de- 
ciding the type of menu, the food 
service director must analyze what 
type of hospital he is dealing with 
Is it a large hospital with a mini- 
mum budget or a small, private 


| heaot-trap design 


| Fully insulated stainless steel base 





Patients Convalesce 


Better 


with good hot food 
served the 


DRI-HEAT 
WAY! 


Centralized food preparation, made pos- 
sible with a Dri-Heat food system does 
more than make patients happy. By 
eliminating extra kitchens and extra 
help, it cuts your costs sharply and helps 
you maintain better feeding schedules. 

With just one kitchen preparing all 
food, you eliminate food waste and in- 
crease menu variety. You immediately 
accomplish complete control over por- 
tions, appearance, diet restrictions and 
personnel. Your patients get piping hot 
food, appetizingly served and always 
within their prescribed menu limita- 
tions. 

Most important, the Dri-Heat hot 
plate keeps food deliciously hot even 
after it is served to the patients. Slow 
eaters or disabled patients need never 
eat cold food—because a Dri-Heat hot 
plate will keep their food hot as long as 
one hour after serving 

Investigate the quality-made Dri-Heat 
system. You can use the entire system or 
it is possible to adopt various compo- 
nents into your present system to fit your 
budget. 


oe 


Stainless steel cover hos special 








— 


Dri-Heat Hot Plate accommodates 
any standard china or plastic dish 


| Special alloy pellets can be used 
| for heating or chilling food 


SP, 


=o 


protects diner’s hands. Double wall 
fully insuloted—gvaranteed not to 
come aport. 


onl-HEA® 


Lay cySTEN WRITE, WIRE OR PHONE 


DRI-HEAT 
FOOD SYSTEM, INC. 
510 N. Dearborn Street © Chicago 10, Ill. 
Phone: DE 7-4213 


Originators of the modern centralized 
feeding system. 
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Meat quotetions are taken once a week by telephone. 
The dietitian orders on same sheet by extending number and encircling the figure 
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Chart 2—Meat Bid—Louis A. We 


hospital with a more liberal 
budget? What are the administra- 
tive policies, the aims, the types 
of service that are expected in 
each instance? These are two ex- 
tremes, and standards may differ 
widely for many reasons. How- 
ever, the objectives must still be 
to obtain maximum quality at a 
minimum price. 

What type of clientele is being 
served? Do they have sophisticated 
food tastes or would they be hap- 
pier with simpler fare? There are 
patients who may not be happy 
with lobster tail or prime rib of 
beef au jus. There are some who 
would prefer black-eyed peas or 
stew. It is important to take these 
factors into consideration when 
setting menu patterns which ulti- 
mately control purchasing pat- 
terns. 

The food service director must 
consider whether to use a selective 
menu or a nonselective one. A 
selective menu usually creates 
greater patient satisfaction because 
of freedom of choice. It also re- 
duces waste. However, it may 
create problems with patients who 
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iss Memorial Hospital, Chicago 


cannot read, who are too ill to 
make a choice, or who simply can’t 
make up their minds. Then, too, 
if selective menus are used, will 
special orders be permitted. Special 
orders require special handling 
and special problems in purchas- 
ing. The food service director must 
decide whether the food budget 
will bear the additional burden of 
these items. 


EFFECTS OF OTHER FACTORS 


The food service director may 
also be faced with religious taboos 
which will ultimately determine 
what he is going to buy. At the 
Louis A. Weiss Memorial Hospital 
there are Jewish patients who re- 
quire special foods. The hospital 
must decide whether it will main- 
tain facilities to handle this type 
of food service or whether it will 
purchase specially prepared kosher 
foods. 

Does the hospital have chron- 
ically ill or short-term patients? 
If these are long-term patients, 
can a cycle or rotating menu be 
used satisfactorily or will there be 
too much repetition? If a cycle 


menu is used, does it have enough 
variety? Cycle menus, if they are 
well written, make for better 
standardization of procedures and 
allow the dietitian more time for 
administrative duties. 

The food service director must 
also consider the age groups rep- 
resented among patients. Certainly 
children and older persons require 
special types of feeding. 

Will employees be served the 
same quality of food as patients? 
The hospital can probably afford 
it if it puts them on a paying basis. 
The hospital will have happier 
employees if it can set the same 
pattern for employees and patients. 
The trend in hospitals is toward 
pay cafeterias and better food for 
employees. In the final analysis, 
pay cafeterias don’t cost any more, 
and they greatly simplify purchas- 
ing policies. 

The adequacy of the diet from 
the nutritional standpoint is a very 
important factor. It is a must even 
in the smallest food budget. 

In setting purchasing patterns, 
food service directors and purchas- 
ing agents must also be aware of 
the various types of packaging 
that exist, and then decide which 
best meets their particular needs. 
Sometimes it is more economical 
to buy a small size, if usage is 
small, rather than to buy a large 
size and have the product spoil or 
be wasted. Here again, purveyors 
can be of much assistance in let- 
ting us know just what is avail- 
able. 

It is also important to weigh the 
advantages of buying certain foods 
on the basis of bids or quotations. 
Bids must be made on the hos- 
pital’s exact specifications and 
food must be delivered accordingly. 
Competitive buying is valuable be- 
cause it improves the cost and the 
quality of the product purchased 
(see Chart 1, p. 68). 

It is well to remember, however, 
that the aim is for a _ specified 
quality at a minimum price—not 
just minimum price alone. Ai- 
though there may be a discount on 
the purchase of a large quantity, 
we must make sure that we can 
use the product to advantage. If 
stocks are too large, prices may 
drop and we would have a loss. It 
is very poor management to buy an 
item just because it is a bargain. 

(Continued on page 75) 
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Hot compresses in 6 seconds 


NO BOILING WATER—NO HOT PLATES OR RUBBER GLOVES 


Amazing new unit saves valuable nursing time, prevents scalded hands and eliminates un- 


comfortable wringing. Here’s how it works: 
1. Dip packs in cold water, 2. Shut lid. Push 3. Lift lid, ATTENTION: DIRECTOR OF NURSING 


wring out unwanted mois- steam-lever once hot packs Wear-Ever will arrange a demonstration at 
ture while it's comfortable— or twice, wait just are ready your convenience. Simply mail this coupon. 
place in Fresh-O- Matic. six seconds to apply. . 

USED BY 11 MAJOR MINNEAPOLIS HOSPITALS 

Fresh-O-Matic has become a real friend of busy nurses. First, Wear-Ever Aluminum, Inc. 

it's so convenient. Secondly, nurses have found they. get better Fresh-O-Matic Division 

quality packs—not too moist, not too dry. They can wring out Wear-Ever Bidg., New Kensington, Pa. 
unwanted moisture when packs are dipped in cold water, before 


‘ . ~ . 2 > > > od ae Ta) ve ¥ wc " ye > @ 
they're placed in Fresh-O-Matic. Gentlemen: please call me regarding a demon 


stration of the Wear-Ever unit for instant 
FRESH-O-MATIC TRAVELS TO PATIENT’S BEDSIDE heating of hot packs. 
e Carries its own water supply. any service cart. 
e Takes about one square foot _e Plugs into standard 110-volt Name 

of space. outlets. biieadead 
e Fits most bedside tables or e Safe—ULandCSAapproved. — 


Address 


h- 2 ti sea 3 @ @) @) @ City 
-0- m _. My Hospital Supply House Is: 


” By WEAR-EVER 
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“Well, Pll be switched... 
milk like mine in crystals from 


‘. 





NOWAEE Diy y OF tt 


y~~the vial 


Super Instant 


Whole Milk 


rystals 


ry: IN D ADDED? 


Makes 1 Gallon 


*— Two New Stars in the Milky Way: Kraft Super Instant Whole Milk Crystals and Kraft 
Super Instant Nonfat Dry Milk Crystals. Both are processed and packaged to retain 
freshness and flavor. Whole—1-lb. and 5-Ib. tins, 175-lb. drums. Nonfat—1, 5, 25 and 
50-Ib. foil-lined bags. Each pound of Crystals makes one gallon of milk. 


KRAFT FOODS, 500 Peshtigo Ct., Chicago 90. Division of National Dairy Products Corp. 
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ARAL TY” 


NEW. KRAFT SUPER INSTANT DRY MILK... 





WHOLE AND NONFAT 


Gives you the dairy-fresh flavor of pure fluid milk 


Saves refrigeration space and handling bulk milk 


Replaces fresh milk completely for all cooking and baking 


Cuts milk bills from 40 to 7O%, users report 


Thanks to a new process, Kraft now brings all the 
benefits of fluid milk in a crystal form. It has su- 
perior flavor, and all the nutritive values of Bossie’s 
fresh kind. But it’s much more convenient to use, 
and costs you less! 

This is truly dry milk of superior quality. Abso- 
lutely no caramelized, burnt taste! It won’t cake, 
lump or foam. Just pour Kraft Crystals into water 
and presto: Milk. Make up any quantity, when- 
ever you need it. Use it confidently in every recipe 
requiring milk. 

You'll cut your dairy bill drastically—40 to 70% 


a major university found. You'll also save refrig- 
eration space, and eliminate worries about milk 
deliveries, running out, oversupply or loss due to 
souring. 

Your choice of Whole or Nonfat. Use Kraft Super 
Instant Whole Milk Crystals exactly like fresh, 
whole milk in any recipe. For maximum economy, 
buy Kraft’s Nonfat Dry Milk Crystals. Due to the 
high nonfat-solids content it gives excellent results 
in most recipes. 

Get any further information, and order Kraft 
Milk Crystals, from your Kraft salesman. 


KRAFT...for good food and good food ideas 
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—— introducing... 


NEW 
GAY PASTEL 
COLORS! 














introductory offer 


TWO BOXES 
PASTEL COLORS 


(500 each) 


FREE! 


with every case 
hospital amber straws 
purchased 











STANDARD PACKAGING: FREE GOODS CASE: 


20 boxes to case, wrapped or unwrapped 22 boxes (20 amber + 2 pastel) 


Pastel colored straws also packed 22 boxes to case—2 boxes free. 


DESIGNED FOR YOUNG PATIENTS 


Give your young patients a real lift with these cheerful pastel-colored straws! Each box 
contains six delightful assorted colors with all the advantages and high quality of our 
regular amber straws...FLEX-STRAW drinking tubes bend to any angle...can be used 
in both hot and cold liquids...and are safe... sanitary... disposable! 


FLEX-STRAW 


CR =A RRS a 
1504 10th Street, Santa Monica, Calif. 
OFFER EXPIRES FEBRUARY 28, 1961 @ ORDER FROM YOUR DISTRIBUTOR NOW! 
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We must also take into consider- 
ation the potentiality of cooperative 
buying, since this procedure is 
rapidly gaining in interest. 

In order to carry out these pur- 
chasing patterns, it is well to use 


N OT LEAST among the food 
service director’s duties dur- 
ing the year are the catered func- 
tions for special groups. There are 
parties for employees, medical and 
administrative staff dinners, execu- 
tive parties, board of trustee dinner 
meetings and department head 
luncheons. The dietitian is ex- 
pected to develop something un- 
usual for all of these functions. 
Moreover, food and food service 
is largely responsible for making 
these occasions successful. Party 
plans should be made well in ad- 
vance. 

Interesting special occasion food 
helps to keep employee and staff 
morale at a high level. There are 
also teas, afternoon receptions and 
coffees given in honor of volun- 
teers. It is amazing the degree of 
importance that the volunteer 
groups attach to these functions. 
They can’t wait for “next time” to 
see what satisfying, eye-catching 
refreshments might be forthcom- 
ing. Few public relations tools are 
as effective as word-of-mouth 
raves about food. 

Here are a few engaging menus 


to help the food service director 
Text and photographs for this feature 
were prepared by Ilma Lucas Dolan, dieti- 


tian, California Foods Research Institute, 
San Francisco. 
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recipe standardization and portion 
control as guides to quantity buy- 
ing. Adequate record keeping can 
also prove a valuable tool in help- 
ing to maintain purchasing stand- 
ards. Constant comparison of 


@ SHERRY PUFF BALLS 


specification to final product will 
indicate the value of efficient pur- 
chasing procedures. Comparing 
these procedures with cost pro- 
vides the final check on purchasing 
methods. ad 


are planned well in advance 


FROZEN DATE SALAD 


in party planning for the coming 
year: 

EMPLOYEES PARTY 
Finger and Open Faced Sandwiches 
Nectar Honey Punch 

Sandwiches may be cut into 
fancy shapes and decorated with 
ripe olive slices, sieved hard- 
cooked egg, toasted sesame seed, 


chopped parsley or bits of pimien- 
to. Breads should be varied; raisin, 
rye, oatmeal, cracked wheat or 
whole wheat. 

Nectar honey punch is made. of 
apricot whole fruit nectar, honey, 
fresh lemon juice and ginger ale. 
Frozen molds of the punch floating 
in the punch bowl act as a con- 
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versation piece and cooler without 
diluting the beverage. 


DEPARTMENT HEAD 
LUNCHEON 
Cantaloupe a la Arabia 
Toasted English Muffins 
Angel Food Cake 
with Butterscotch Sauce 

Half shells of cantaloupe are 
filled with chicken and almond 
salad for summertime luncheons. 
For fall and winter parties wedges 


of fresh pineapple may be substi-. 


tuted for the cantaloupe. 


EXECUTIVE RECEPTION 
Chili Ripe Olives 
Rolled Sandwiches 
Avocado Dip 
Salted Unblanched Almonds 
Chili ripe olives are prepared 
by heating ripe olives in their own 
liquid together with chili powder. 
The olives are served cold. 
Three good sandwich spreads 
are cream cheese seasoned with 
instant minced onion, chopped ripe 
olives and nuts, and deviled ham 
and chopped pickle. 
The avocado dip is a mixture 
of sieved avocado, salt, fresh lemon 
juice and chopped sour pickle. 


VOLUNTEERS TEA 
Iced Tea 
Cinnamon-flavored Iced Chocolate 
Frozen Date Salad 
Sherry Puff Balls 
Chocolate Coated Mints 
This frozen date salad for spring 
luncheons is not only delicious but 
practical, for should there be a 
sizable crowd, it may be served 
from the cafeteria line. 


FROZEN DATE SALAD 
(25 servings) 
1 lb. fresh dates, pitted 
8 oz. cream cheese 
% ec. milk 
1% ec mayonnaise 
3 tbsp. lemon juice 
1 tsp. salt 
1% ec. whipping cream 
1 ec. almonds, sliced 
25 canned cling peach halves 
25 lettuce cups 


1. Cut dates into slices. 

2. Soften cheese; blend in milk 
until smooth. Stir in mayonnaise, 
lemon juice and salt. 

3. Fold in stiffly beaten cream; 
fold in dates and almonds. 

4. Turn into pans and freeze 
until firm at coldest temperature. 
When mixture is frozen, reset con- 
trols to normal. 


> 


GOLDEN RAISIN BREAD is a welcome treat for mid-morning or afternoon coffees for hos- 
pital volunteers or staff members. Made with raisins, orange juice, grated orange rind, 
sugar and butter, the filling gives moisture and good flavor to the rich yeast dough. 


5. Scoop salad (No. 16) into 
canned cling peach halves set in 
lettuce cups. Serve at once. 

Sherry puff balls are not too 


rich, yet provide a filling party 
food for any catered function, par- 
ticularly luncheons or afternoon 
teas. 


APPLE-RAISIN FOLDS go well with a steaming cup of coffee. A raisin-applesauce mixture is 
placed in the center of squares of rich biscuit mix. Two of the opposite corners of the dough 
are folded over the filling. The ‘‘folds’’ are sprinkled with sugar and butter before baking. 
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(LEFT) HOT PEACHES WITH CREAM is a simple, yet very dramatic des- 
sert to serve at trustee dinners. Firm canned cling peach halves are 
heated in their own rich syrup until piping hot and served with three 
types of creams: table cream flecked with nutmeg commercial sour 


SHERRY PUFF BALLS 
(5 doz. small puffs) 
eggs 
c. sugar 
tbsp. grated orange rind 
ec. soft shortening 
ce. sifted all-purpose flour 
tsp. baking powder 
tsp. salt 
14 ¢. sherry wine 
4 ¢. orange juice 


Sherry Glaze 
2 c. sifted powdered sugar 
4 ec. sherry wine 


1. Beat eggs until light and 
foamy; beat in sugar, orange rind 
and shortening. 

2. Sift flour, baking powder and 
salt together. 

3. Stir into egg mixture alter- 
nately with wine and orange juice 
to make smooth batter. 

4. Drop by small teaspoon into 
hot fat (375° F.). Dip spoon in 
fat first to allow dough to slide 
off easily. 

5. Fry in hot fat approximately 
2 minutes turning to brown evenly. 

6. Drain on paper toweling. 

7. Dip while still hot into sherry 
glaze. To prepare glaze, blend 
powdered sugar and wine until 
smooth. 

Important, too, for making spe- 
cial parties successful is a little 
thought and ingenuity directed 
toward decor. It takes a little more 
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effort to get together pink table- 
cloths, apple green candles, shiny 
silver candlestick holders, cake 
plates and trays, but the effort is 
rewarding. Pastel colors, gleaming 


cream spiced with cinnamon, or whipped cream combined with mince- 
meat. (RIGHT) DIPPED ALMONDS are a delightful confection that is not 
too sweet to serve at tea time. Crisp, roasted, unblanched almonds are 
partly dipped in a fondant; others are dipped in melted chocolate. 


silver, thin glassware, and “best” 
china helps to ensure party success 
almost as much as selective, nicely 
prepared and beautifully served 
food. . 





NOTES AND COMMENT 





Midwest hospital lists menu favorites 
Orange mousse salad, cupcakes with sherry sauce and pecan baking 
powder biscuits are recipe favorites with patients at the Evanston (IIl.) 


Hospital reports Leila Colwell, the hospital’s director of dietetics. 


Miss 


Colwell has included the menu items on her set of spring cycle menus 


beginning on p. 79. 
Here are the recipes for the 
menu items. 


ORANGE MOUSSE SALAD 
(50 servings) 


9 tbsp. plain gelatin 
3 ec. cold water 
6 c. orange juice 
6 tbsp. lemon juice 
1% ec. granulated sugar 
1 scant tsp. salt 
. whipping cream 


e 
ec. confectioners’ sugar, sifted 


4% 
2% 


1. Combine gelatin with cold 
water, stirring gently. Let stand 
until thick (approximately 5 min- 
utes). 

2. Place over 
and dissolve. 

3. In bowl, 
gelatin with orange juice, 


simmering water 


combine dissolved 
lemon 


juice, granulated sugar and salt. 

4. Let stand in cold place or 
force over iced water until slightly 
congealed, or until the consistency 
of a very heavy unbeaten egg 
white is attained. 

5. Whip cream until it clings to 
bowl. 

6. Add confectioners’ sugar and 
beat only until blended. Keep 
sweetened whipped cream in re- 
frigerator until needed. 

7. When gelatin is proper con- 
sistency, beat it until fluffy (ap- 
proximately 5-6 minutes at a high 
speed with an electric mixer). 

8. Fold in whipped cream and 
blend thoroughly until no streaks 
appear. 

9. Pour in small individual molds 
or into sheet pans. Let stand in 
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refrigerator until set (approxi- 
mately 10-12 hours). 

10. To unmold, loosen edges of 
mold with knife and dip in warm 
water. 

11. Place salad in lettuce cups 
and garnish with fresh orange sec- 
tions. 


SPECIAL CUPCAKES WITH SHERRY SAUCE 
(260 servings) 


3 Ibs. 12 oz. fat 
334 qts. sugar 

30 eggs, beaten light 
7% Ibs. flour, sifted 
1% ec. baking powder 
2% thsp. salt 
334 qts. milk 

24 ¢. vanilla 


1. Cream fat and sugar. Add 
beaten eggs and beat well. 
2. Sift together flour, 

powder and salt. 


3. Add to first mixture alter- 


baking 


nately with milk and vanilla. 

4. Bake in greased muffin tins at 
375° F. for 15 minutes. 

5. Turn out cupcakes and serve 
upside-down while warm, Cover 
generously with very cold sherry 
sauce. 


SHERRY SAUCE 


40 eggs, beaten light 
2 qts. granulated sugar 
1 gal. whipping cream 
34 qt. sherry wine 
1. Beat eggs until light and 
creamy. Add sugar gradually. 
2. Whip cream until very stiff. 
3. Fold egg mixture and sherry 
into whipped cream. Spoon 3 ta- 
blespoons of sauce over each cup- 
cake and serve at once. 


PECAN BAKING POWDER BISCUITS 
(225 biscuits) 


3% Ibs. shortening 


Ibs. flour 
¢. sugar 
ce. baking powder 
tbsp. salt 
egg yolks 
6 qts. milk 
. Mix as for regular biscuits. 


PECAN TOPPING 


3% Ibs. butter 
4% ec. brown sugar 
214 ¢. pecans 


1. G-rease 225 muffin tins. (2%- 
inch tins.) Place one tablespoon of 
butter in each muffin tin. 

2. Combine sugar and pecans 
and place 1 tablespoon of mixture 
into bottom of each tin. 

3. Place cut biscuit on top of 
mixture in each tin. 

4. Bake in 450° F. oven for 10- 
12 minutes. 

5. Remove biscuits from tins 
immediately and serve while hot. ® 





Spring Cycle Menu 


for the Midwest 








jhe 21-baAyY selective spring cy- 
cle menu and market orders 
for perishables are designed par- 
ticularly for hospitals in the Mid- 
west section of the United States. 
These menus, which may be used 
during March, April and May, fea- 
ture foods popular in the Midwest. 

The menus in this issue are the 
first in the four-part series of 
spring cycle menus published in 
this Journal. The South-Southwest 
spring cycle menus will be pub- 
lished in the January 16 issue of 
the Journal. The East and North- 
Northwest menus will be included 
in the February 1 and February 16 
issues. 

In planning the menus, careful 
consideration has been given to 
keeping the menu and food pro- 
duction operation simple for the 
smaller hospital. Moreover, a mod- 
erate to low cost food budget was 
used. 

This cycle menu features a 
choice of entree, vegetable, salad 
and dessert on the noon and night 
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menus. Two cereals and two fruits 
are offered on the breakfast menu. 

Since one of the choices offered 
is designed for use on modified 
diets, these menus can be used for 
both normal and modified diets. 

The letter (F) following certain 
items on the menu indicates that 
this item is to be served on the 
full or normal diets, while those 





The winter cycle menus, published 
in the October and November 1960 
issues of this Journal, may be used 
during January and February. 





labeled (S) are for the soft and 
other modified diets. Where the 
letters (FS) appear, the menu item 
can be served on both the full and 
soft diets. 

The market order for perish- 
ables, which accompanies each 
week’s menu, lists the meats, sea- 
food, poultry, and fresh and frozen 
fruits and vegetables that a 50-bed 
hospital will need to produce the 
menu, The market order includes 


all portion-ready meats, oven- 
ready roasts, portion-ready sea- 
food, eviscerated poultry and other 
pre-prepared items. The amounts 
are computed on the basis of serv- 
ing 100 patient and _ personnel 
meals at breakfast, 125 at noon 
and 100 at night. By using a mul- 
tiple of 50, larger hospitals can 
easily arrive at their market or- 
ders. 

An added feature of this menu 
service is the standard storeroom 
inventory, a list of supplies that a 
50-bed hospital should have in the 
storeroom at the beginning of each 
21-day cycle. The items included 
are cereals and farinaceous prod- 
ucts, canned fish, canned fruits and 
fruit juices, dried fruits and veg- 
etables, jellies, cake and pudding 
mixes, pickles, canned soups and 
canned vegetables. 

The standard storeroom inven- 
tory is also available upon request 
by writing the American Hospital 
Association, 840 North Lake Shore 
Drive, Chicago 11, III. 
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—prepared by Leila Colwell, director of dietetics, 


Ist WEEK MIDWEST SPRING SELECTIVE CYCLE MENU 
Evanston (Ill.) Hospital 


(MENUS TO BE USED DURING MARCH, APRIL AND MAY) 


| breakfast noon Pio ia) Oe i ed. 


Orange Juice (S) Oxtail Soup Cream of Celery Soup (S) 
or Fresh Rhubarb Roast Leg of Veal with Hot Spiced Prune (FS) | Broiled Loin Lamb Chop (FS) or Creamed Chipped Beef on Toast 
Sauce (F) or Fried Fillet of Sole with Shrimp Sauce Stuffed Baked Potato (FS) 
Whole-wheat Cereal | Browned New Potatoes (F) or Whipped Potatoes (S) Buttered Green Broccoli (F) or Frozen Mashed 7 (S) 
or Assorted Dry Fresh Green Beans (FS) or Stewed Tomatoes Pear and Cream Cheese Salad on Watercress or Tomato Salad 
Cereal Whole-wheat Roll Pecan Slice (F) or Peeled Baked Apple with Cream (S) 
Scrambled Eggs | Fresh Fruit Salad (F) or Orange Section Salad 
Strawberry Jam Chocolate Bavarian (FS) or Vanilla Pudding = | 











Frozen Grapefruit Vegetable Soup Cream of Mushroom Soup 
Juice (S) Chicken a la Newburg with Sliced Almonds on Toast Points (F) Canadian Bacon with Grilled Pineapple (F) 
or Stewed Apricots or Roast Sirloin of Beef (S) or Chopped Grilled Steak (S) with Buttered Toasted Bun, Relish 
(F Parsleyed Buttered New Potatoes (FS) Candied Sweet Potato (F) 
Rolled Oats Cereal Buttered Green Peas (F) or Asparagus Tips (S) Small Lima Beans (F) or Chopped Beets (S) 
Head Lettuce with 1000 Island Dressing or Jellied Bland Fruit Salad (S) 


or Ready-to-Eat Waldorf Salad with Grapes 
Rice Cereal or Combination Salad with Low Calorie Dressing Meringue Cake with Strawberries (F) or Baked Custard (S) 


cant Cooked Egg Pumpkin Tart with Whipped Cream or Angei Food Cake (S) 
elly 
Orange Juice (S) Cream of Chicken Soup Cream of Pea Soup 
or Half of | Roast Leg of Lamb with (FS) Mint Jelly and Glazed Orange Ring Large Fresh Fruit Salad with Cream Cheese and Olive Finger Sandwiches 
Grapefruit (F) or Breaded Veal Cutlet and Potato Chips (F) er Baked White Fish with Lemon Wedge (S) 
Farina Whipped Potatoes (FS) Creamed New Potatoes (S) 
or Ready-to-Eat Buttered Carrots (FS) or Whole Kernel Corn French-Cut Green Beans (S) or Stewed Tomatoes (F) 
Relish Plate Salad or Cole Slaw 


Rice Cereal Blueberry Muffin 
Scrambled Eggs Blushed Pear and Watercress Salad or Tossed Salad with French Dressing Date Roll with Whipped Cream (F) or Tapioca Pudding (S) 


Lime Sherbet (FS) or Whole Peeled Apricots in n Syrup | 








| 


‘wednesday tuesday | monday | 


| ~ Pineapple Juice (FS) Blended Fruit Juice Oyster Stew 
or Fresh Rhubarb Roast Prime Rib of Beef Au Jus (S) Hot Sliced Ham and Fresh Asparagus on Toast with Cheese Sauce 
auce or Fried Chicken Drumsticks with Spiced Crabapple (F) or Baked Meat Loaf with Mushroom Gravy (FS) 
Rolled Oats Cereal Parsleyed Buttered New Potatoes (FS) Buttered Rice (FS) 
or Cornflakes Spinach Souffle (FS) or Cauliflower Au Gratin Zucchini Squash (F) er Buttered Wax Beans (S) 
Bacon Tomato and Grapefruit Salad or Peach and Cottage Cheese Salad Jellied Mandarin Orange Salad or Pickled Cucumber Salad 
Homemade Coffee Cake Special Cupcake with Sherry Sauce (FS) or Dark Bing Cherries Chocolate Brownie (F) or Butterscotch Pudding (S) 


thursday 


Orange Juice Petite Marmite Soup Tomato Juice 
or Banana (FS) Baked Red Salmon with Caper Sauce (FS) Turkey A La King in Puff Paste Shell 
Farina or Roast Leg of Veal with Dressing and Gravy aked Macaroni and Cheese with Bacon Strips (FS) 
or Puffed Rice Cereal Whipped Potatoes (FS) Buttered Green Peas or Sliced Beets (FS) 
Soft Cooked Egg Carrot Rings (S) or Buttered Spinach (F) Fresh Pineapple and Orange Salad with Mint Sprig 
Marmalade | Pecan Baking Powder Biscuit or Assorted Relishes 
Tossed Green Vegetable Salad—Green Goddess Dressing | Daffodil Cake (FS) or Green Gage Plums 
or Pear Salad—Whipped Cream Dressing 
Apricot Whip with Soft Custard (FS) er Bland Fruit Cup 


| 
{ 


friday 





saturday | 


Frozen Grapefruit Beef Broth with Barley Corn Chowder 
Juice (FS) Baked Ham (F) or Roast Leg of Lamb with Fresh Mint Sauce (S) Hot Roast Beef Sandwich with Gravy (FS) 
or Emperor Grapes Candied Sweet Potato (F) or Whipped Potato (S) or Creamed Seafood on Chinese Noodles 

Whole-wheat Cereal Fresh Green Beans (FS) with Almonds (F) or Creamed Celery Baked Potato 
or Cornflakes Hard Roll Fresh Asparagus (FS) or Buttered Corn 

Scrambled Eggs Head Lettuce with Radish Roses or Perfection Salad Spring Salad er Banana—Whipped Cream Salad with Nuts (F) 

Bran Muffins Baked Apple with Meringue Topping (F) or Rice Pudding (S) Red Cherry Tart (F) or Whole Peeled Apricots in Syrup (S) 


| 
| 
t 


Half of Grapefruit Consomme Blended Fruit Juice 

or Orange Juice (FS) Broiled Chicken (FS) or Hawaiian Pork Chop Turkey Lasagna or Roast Sirloin of Beef Au Jus (FS) 
Farina Whipped Potatoes (FS) Buttered Noodles (FS) 

or Cornflakes Buttered Cauliflower or Sliced Buttered Beets (FS) Buttered Spinach (FS) or Baked Acorn Squash 

acon Hot Parkerhouse Rolls Tomato and Avocado Salad or Grapefruit and Apple Slice Salad 
Blackstone Roll Molded Orange Mousse Salad with Orange Sections Frozen Freestone Peaches in Syrup or Butter Cookies (FS) 

or Shredded Carrot and Raisin Salad 
Butterscotch Sundae (FS) or Fresh Pineapple 
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sunday 


(F}—Full Diet (S)—Soft Diet (FS}—Full and Soft Diet Bread, butter and a choice of beverages are to be included with each meal. 


Item, Specifications, Amounts & No. of Servings Item, Specifications, Amounts & No. of somites Item, Specifications, Amounts & No. of Servings 








eu ono ronmyg og oi ee 1 dn 
| Chipped Beef, Dried U. S. Good 1% Ibs. y al ala Romaine Y% doz. 
Ground Beef U. S. Good, 5 Ib. pkg. 20 Ibs. | Squash, Acorn 7 Ibs 
Roast, Sirloin (B.R.T.) U. S. Choice 35 Ibs. nies gre eager 2b Squash, Zucchini 15 Ibs. 
Rump (Boneless) —_U. S. Good 20 Ibs. PP ’ sage Tomatoes Repacked (5x6) 1 lug-(30 Ibs.) 
Avocado mupe 6 only Watercress Bunch 1 doz 
| LAMB | Bananas Ripe 35 Ibs. 7 
Chops, Loin U. S. Choice, | Grapefruit Seediess, 70s 2 boxes | FROZEN FRUITS 
6 oz. each 23 Ibs Grapes Emperor, 28 Ib. box —1 box Cherries 5-1 Sugar, pitted, 
Leg (B.R.T.) U. S. Choice, yearling 35 Ibs. | Lemons 1 doz. 8 Ib. can 
Oranges 176s 1 box Grapefruit Juice Con., 32 oz. can 
PORK | h 
Pineapple, Fresh Box, 24s Y% box Orange Juice Con., 32 oz. can 
Secon, Canadian os. | Rhubarb 5 Ib. carton 15 Ibs. Peaches Sliced, 8 Ib. can 
Bacon (Sliced) 24-26-1 Ib. 12 Ibs : 5-l sugar 
Chops, Loin Grade A,40z.each = 10 Ibs. FRESH VEGETABLES Strawberries Sliced, 8 Ib. can, 
Ham (Pullman) Ready-to-eat 40 Ibs. 5-1 sugar 
Asparagus 3% ..3. 
| Beans, Green 40 Ibs. FROZEN VEGETABLES 
Cabbage 10 Ibs 
| Asparagus Spears, 2% Ib. pkg. 2% Ibs. 
Carrots Topped, bag 50 Ibs. 
Beans, Green Julienne, 24% Ib. pkg. 2% Ibs. 
| Celery Pascal, 30s 1 doz. | 
| Beans, Lima Small, green, 

FISH | Celery 1 doz. 2% Ib. pkg. 10 Ibs. 
Red, steaks, 50z.each 25 Ibs. | Endive Curly Y% doz. Beans, Wax Cuts, 2% Ib. pkg. 2% Ibs. 
Sole Frozen, fillets 10 Ibs. | Lettuce Head, 48s 1 crate Broccoli Stems and buds 
Whitefish Fillets 5 Ibs. Onions, Dry Yellow, bag 50 Ibs | 2% Ib. pkg. 10 Ibs. 

Onions, Green Bunch 1 doz. Cauliflower Buds, 2% Ib. pkg 5 Ibs. 

POULTRY Parsley Bunch 1 doz. | Peas 2% Ib. pkg. 17% Ibs. 

Fowl (Eviscerated) Grade A, 5 Ib. av 95 Ibs. Potatoes, Sweet Hamper 50 Ibs. Spinach Chopped, 2% Ib. pkg. 40 Ibs. 
| Legs, Chicken 6 oz. each 38 Ibs. Potatoes, White Bag No. 1 400 Ibs. Squash, Winter 1 Ib. pkg 5 Ibs. 


THIS PAGE HAS BEEN PERFORATED FOR EASY REMOVAL 


VEAL 
Cutlets U. S. Good, 4 oz. each 10 Ibs. 
Leg (B.R.T.) U. S. Good 40 Ibs. 


Salmon 


Ist week market order for perishables (per 50 beds) 
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2nd WEEK MIDWEST SPRING SELECTIVE CYCLE MENU 
(MENUS TO BE USED DURING MARCH, APRIL AND MAY) 


—prepared by Leila Colwell, director of dietetics, 
Evanston (Ill.) Hospital 





ad breakfast | 





| Orange Juice (S) 
or Applesauce (F) 
Rolled Oats Cereal 
or Assorted Dry 
Cereal 
oft Cooked Egg 
am 


monday 


Blended Juice (S) 
or Mixed Stewed 
Fruit (F) 
Whole-wheat Cereal 
or Ready-to-Eat 
Malt Flake Cereal 
Scrambled Eggs 
Bacon Strips 


| tuesday 


Orange Juice (FS) 
er Pineapple Tidbits 
Rolled Wheat Cereal 
or Assorted Dry 
Cereal 
Soft Cooked Egg 
Marmalade 


wednesday 


| 
| 
| 
| 
| 
| 
| 


Frozen Grapefruit 
Juice (FS) 
or Baked Apple 
with Cream 
Rolled Oats Cereal 
or High Protein 
Cereal 
Bacon Strips 
Date Muffins 
Orange Juice 
or Banana (FS) 
Farina 


Scrambled Eggs 
French Doughnut 


| Orange Juice (F) 
or Kadota Figs 
Whole-wheat Cereal 

or Cornflakes 
Soft Cooked Egg 
Jam 


Half of Grapefruit (F) 
er Orange Juice (S) 
Farina 
or Ready-to-Eat 

Rice Cereal 

Soft Cooked Egg 

Small Sweet Roll 
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(F}—Full Diet 





Creole Soup 


Calves Liver with Bacon Strip (FS) or Breaded Veal Cutlet 


Whipped Potatoes (FS) 


Buttered Carrots (FS) or Frozen Peas 
Jellied Sour Cream Salad with Fresh Strawberry Cluster 


or Jellied Bland Fruit Salad 


Chocolate Cupcake with Coconut Icing (F) 


or Whole Peeled Apricots in Syrup (S) 





or Puffed Rice Cereal 


(S)—Soft Diet 


Item, Specifications, Amounts & No. of Servings | 


Vegetable Soup 


Roast Sirloin of Beef (FS) or Smothered Pork Tenderloin 
Browned New Potatoes (F) or Whipped Potatoes (S) 
Fried Parsnips (F) or Chopped Beets (S) 
Fresh Pineapple and Orange Section Salad 

or Pear and Cream Cheese Salad 


Meringue with Lemon Whipped Cream Filling (FS) or Tapioca Pudding 


“Alphabet Soup 


Chicken Shortcake (FS) or Baked White Fish with Lemon 
Parsleyed Buttered New Potatoes (FS) 

Broccoli Au Gratin (F) or Wax Beans (S) 

Fresh Fruit Salad with Sweet French Dressing 


or Grapefruit Section Salad 


Orange Sherbet (FS) or Hazelnut Cookies 


Tomato Anglaise Soup 


Baked Ham with Orange Sauce or Roast Leg of Veal Au Jus (FS) 
Whipped Potatoes (FS) or French Fried Potatoes 

Buttered Green Lima Beans (F) or Asparagus Tips (S) 

Head Lettuce with Roquefort Dressing or Assorted Relishes 
Fresh Rhubarb Strip Tart or Sponge Cake with Lemon Icing (FS) 


Chicken-Gumbo Soup 


Baked White Fish with Lemon Section (FS) or Roast Sirloin of Beef 


Escalloped Potatoes (FS) 


Buttered Green Spinach (FS) or Cauliflower 


Orange and Grapefruit Salad 


or Mixed Bland Fruit Salad—Whipped Cream oapeey | 
Poppyseed Cake with Custard Filling (F) or Vanilla Ice Cream (S) 


Tomato-Okra Soup 


Whipped Potatoes 


Swiss Steak or Hot Sliced Turkey on Rice with Cream Gravy (FS) 


Buttered Carrots (FS) or Buttered Broccoli 


Whole-wheat Roll 


Tossed Vegetable Salad with Sour Cream Dressing 


or Shredded Lettuce Salad 


Red Cherry Torte with Cherry Sauce (F) or Spiced Fresh Applesauce (S) 


Bouillon 


Roast Turkey (FS) with Dressing (F) or Breaded Veal Cutlet 
Parsleyed Buttered New Potatoes (FS 
Fresh Corn on the Cob or Fresh Green Beans (FS) 


Parkerhouse Rolls 


Fresh Fruit Salad or Molded Cranberry Salad 
Coffee ice Cream (FS) or Strawberry Bavarian 


(FS)—Full and Soft Diet 


| 





Bread, butter and a choice of beverages are to be included with each meal. 


: j 
Item, Specifications, Amounts & No. of Servings | Item, Specifications, Amounts & No. of Servings 


a Apricot Nectar 





Baked Corned Beef Hash with Whirped Mustard Sauce (F) 
or Creamed Eggs and Mushro~ «s on Toast (S) 

Buttered Broccoli (F) or Asparagus 4 (S) 

Tomato and Cottage Cheese Salad or Peach Salad 

Floating Island (FS) or Red Cherry Slice 





Tomato Juice with Crackers 
Hot Fresh Crabmeat Rolls with Cream Sauce (F) 

or Roast Leg of Lamb with Currant Jelly (S) 
Hot Buttered Rice (FS) 
Fresh Green Beans (FS) or Escalloped Vegetables 
Head Lettuce with French — or Grated Carrot and Coconut Salad 
Blue Plums in Syrup (F) or Scotch Shortbread (S) 


Cream of Mushroom Soup 
Link Pork Sausages with Escalloped Apples 

or Hot Roast Beef Sandwich with Gravy (FS) 
Baked Sweet Potato 
Zucchini Squash er Chopped Spinach (FS) 
Spring Salad or —— Section Salad with Mint Sprig 
Apricot Upside-down Cake (FS) or Baked Custard 


Cream of Celery Soup 

Jellied Turkey Loaf, Molded Cranberry Salad, Date and Nut Bread 
Sandwiches (F) or Spaghetti with Meat Balls and Tomato Sauce, 
Relish Plate Salad and French Bread 

Buttered Green Peas (F) or Sliced Carrots (S) 

Pineapple-Graham Cracker Pudding with Whipped Cream (F) 
or Pear Halves in Syrup (S) 


Bacon-Wrapped Lamb Patty with Mint Jelly (S) 
or Fried Scallops with Tartar Sauce (F) 
Parsley Buttered New Potatoes (FS) 
Frozen Mashed Squash (FS) or Fresh Asparagus 
Tomato Salad with Green Pepper Rings or Stuffed Celery Salad 
Blueberry Crisp (F) or Freestone Peaches (S) 


Cream of Potato Soup 

Open Faced Ham and Sliced American Cheese Sandwich with Olives and 
Potato Chips (F) or Baked Veal Chop (S) 

Escalloped Vegetables 

Fresh Green Beans (FS) or Sliced Beets 

Jellied Lime and Pear Salad (S) or Pineapple-Orange Salad 

Chocolate Floating Island or Angel Food Cake with Boiled Icing (FS) 


Cream of Tomato Soup 

Jellied Tongue with Shoestring Potatoes and Black Olives (F) 
or Chopped Sirloin Steak with Pickle Relish (S) 

Baked Potato (S) 

Buttered Spinach (FS) or Escalloped Vegetables 

Peach and Coconut Salad 
or Mixed Bland Fruit Salad with Whipped Cream Dressing 

Butterscotch Brownie (FS) or Gelatin Whip 


25 Ibs. 


Brisket, Corned 
Ground Beef 
Liver 


Rump (Boneless) 
Sirloin, Chopped 
Steak, Swiss 
Tongue 


Ground, Shoulder 
Leg (B.R.T.) 


Bacon (Sliced) 
Ham (Pullman) 
Sausage Links 
Steaks (Boneless) 
Tenderloin 


Chop, Rib 
Cutlets 
Leg (B.R.T.) 


2nd week market order for perishables (per 50 beds) 


Crabmeat 











BEEF 
U. S. Good 
U. S. Good, 5 Ib. pkg. 


Calves, sliced 
Roast, Sirloin (B.R.T.) U. S. Choice 


U. S. Good 


U. S. Good, 4 oz. each 
No. 1 


LAMB 
U. S. Good 
U. S. Choice, yearling 


PORK 
24-26-1 Ib. 
Ready-to-eat 
12-1 Ib 
Grade A 


VEAL 
U. S. Good, 5 oz. each 
U. S. Good, 4 02. each 
U. S. Good 


15 Ibs 
5 Ibs 


20 Ibs. 
40 Ibs. 
20 Ibs. 


5 Ibs. 


10 Ibs. 
20 Ibs. 


5 Ibs. 


7 Ibs 


12 Ibs 


35 Ibs. 


10 Ibs 
10 Ibs 


10 Ibs. 


7 Ibs 


20 Ibs. 
27 Ibs. 


15 Ibs. 


60 


80 
120 


60 | 


20 


40 | 


60 


20 
20 


60 


Scallops 
Whitefish (Sea) 


Fowl (Eviscerated) 
Turkeys (Eviscerated) Grade A, 20-24 Ib. av. 140 Ibs. 


Apples 
Bananas 


| Grapefruit 


Lemons 
Oranges 


| Pineapple, Fresh 
| Rhubarb 


Strawberries 


Asparagus 
Beans, Green 


| Carrots 


Celery 
Celery 


| Corn on the cob 


Lettuce 


| Onions, Dry 


L 


Onions, Green 
Parsley 


FRESH VEGETABLES 


Fillets 


POULTRY 


Grade A, 5 Ib. av. 


FRESH FRUITS 
Jonathan, 113s 


Ripe 
Seediess, 70s 


176s 


5 Ib. carton 
Quarts 


Topped, bag 
Pascal, 30s 


Head, 48s 
Yellow, bag 
Bunch 
Bunch 


6 ats. 
30 Ibs. 


75 Ibs 


1 box 
25 Ibs. 
1 box 
2 doz. 
1 box 
5 only 
10 Ibs. 
3 ats. 


6 Ibs. 
45 Ibs 
50 Ibs. 

i doz. 
1% doz. 
1% doz 
1 crate 
50 Ibs. 

1 doz. 

1 doz. 


Parsnips 
120 | Peppers, Green 
Potatoes, Sweet 
| Potatoes, White 
| Radishes 
Squash, Zucchini 
Tomatoes 


Apricots 


Biueberries 
Cherries 


Grapefruit Juice 
Orange Juice 


Y% doz 
50 Ibs. 
400 Ibs. 
1 doz. 
5 Ibs., 
Y% lug (15 Ibs.) 


Hamper 
Bag No. 1 
Bunch 


Repacked (5 x 6) 


FROZEN FRUITS 


Halves, 8 Ib. can, 
5-1 sugar 

8 Ib. can, 5-1 sugar 

5-1 sugar, pitted, 
8 Ib. can 


16 Ibs. 
16 Ibs. 


32 Ibs. 
l can 
6 cans 


Con., 32 oz. can 
Con., 32 oz. can 


FROZEN VEGETABLES 


Asparagus 
Beans, Lima 


Beans, Wax 
| Broccoli 


| Cauliflower 
Peas 

| Spinach 

| Squash, Winter 
Vegetables, Mixed 


Spears, 24% Ib. pkg. 5 ibs. 30 
Small, green, 
2% Ib. pkg 
Cuts, 2% Ib. pkg 
Stems and buds 
2% Ib. pkg. 
Buds, 2% Ib. pkg. 2% Ibs. 15 
2% Ib. pkg. 124% Ibs. 75 
Chopped, 2% Ib. pkg. 35 Ibs. 210 
3 Ib. pkg. 15 ibs. 60 
2% Ib. pkg. 5 ibs. 30 


15 ibs. 90 
2% Ibs. 15 


27% Ibs. 165] 
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PLEASE CUT ALONG THIS LINE 


3rd WEEK MIDWEST SPRING SELECTIVE CYCLE MENU 
(MENUS TO BE USED DURING MARCH, APRIL AND MAY) 


—prepared by Leila Colwell, director of dietetics, 
Evanston (lIll.) Hospital 








breakfast 


Orange Juice (FS) 
er Stewed Apricots 
Rolled Wheat Cereal 
or Assorted Dry 
Cereal 
Scrambled Eggs 
Jelly 





Frozen Grapefruit 
Juice (S) 
or Stewed Prunes (F) 
Farina 
or Cornflakes 
Soft Cooked Egg 
Toasted English Muffin | 


Orange Juice (FS) 
or Baked Apple 
Rolled Oats Cereal 
or Assorted Dry 
Cereal 


Soft Cooked Egg 
Peach Preserves 


Half of Grapefruit (F) 
or Apricot Nectar (S) 
Whole-wheat Cereal 
or Ready-to-Eat 
Rice Cereal 
Bacon Strips 
Blackstone Roll 


Orange Juice 

or Banana (FS) 
Farina 

or Cornflakes 
Scrambled Eggs 
Currant Jelly 


Frozen Grapefruit 
Juice (FS) 
or Pineapple Juice 
Rolled Oats Cereal 
or Ready-to-Eat 
Rice Cereal 
Soft Cooked Egg 
Orange Marmalade 


Orange Juice (S) 
or Half of 
Grapefruit (F) 
Farina 
or Puffed Wheat 
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3rd week market order for perishables (per 50 beds) 





Cereal 
Soft Cooked Egg 
Bacon Strips 
Cotfee Cake 


}--Full Diet 


Item, Specifications, Amounts & No. of Servings 
} 
: os 


Ground Beef 


Sirloin, Chopped 
Stew 


Chops, Loin 
6 


Leg (B.R.T.) 


Bacon (Sliced) 
Chops, Loin 

Ham (Pullman) 
Loin (Boneless) 


Gra 


Gra 


Chop Suey Meat 
Cutlets 
Leg (B.R.T.) 


Crabmeat 
Shrimp 

Trout, Sea 
Whitefish (Sea) 





Fow! (Eviscerated) Gra 


(S}—Soft Diet 


U. S. Good, 5 Ib. pkg 
Roast, Sirloin (B.R.T.) U. S. Choice 


U. S. Good 


LAMB 
U. S. Choice, 


U. S. Choice, yearling 


PORK 
24-26-1 Ib. 


Ready-to-eat 


VEAL 
U. S. Good 
U. S. Good, 4 oz. each 
U. S. Good 


26-28 Ib. 
Fillets 


POULTRY Onions, Green 


Vegetable Soup 
Baked Sliced Ham (F) or Meat Loaf with Mushroom Gravy (S) 
Parsleyed Buttered New Potatoes (FS) 
Cauliflower Au Gratin (F) or Mashed Squash (S) 
Grapefruit and Cherry Salad with Watercress 
or Cantaloupe Strip Salad 
Chocolate Bavarian Tart with Slivered Almonds (F) 
or Angel Food Cake (S) 
Oxtail Soup 
Chicken Fricassee (FS) or Breaded Veal Cutlet 
Curried Rice or Whipped Potatoes (FS) 
Buttered Carrots (S) or Whole Kernel Corn (F) 
Head Lettuce with French Dressing or Celery Hearts and Olives 
Fresh Rhubarb Biscuit Cobbler (F) or Royal Anne Cherries in Syrup (S) 


Chicken Broth-Liver Dumplings 
Prime Rib of Beef Au Jus (FS) 
or Baked Pork Chop with Spiced Apricot 
Parsleyed Buttered New Potatoes 
Fresh Spinach with Lemon (FS) or Zucchini Squash 
Cantaloupe Strip Salad with Mint Sprig 
or Apricot and Cream Cheese Salad 
Powdered Sugar Dusted Cream Puff (FS) or Rice Pudding 


Vegetable Soup 
Roast Leg of Lamb with Mint Sauce (FS) or Old Fashioned Beef Stew 
Parsleyed Buttered New Potatoes (FS) 
Buttered Broccoli (F) or Buttered Sliced Beets (S) 
Spring Salad or Shredded Lettuce Salad 
Fresh Strawberry Shortcake with Whipped Cream (F) 
or Bland Fruit Cup (S) 


Tomato Bouillon 

Baked Trout with Tartar Sauce (FS) or Broiled Chicken 
Whipped Potatoes (FS) 

Buttered Green Peas (F) or Creamed Celery and Carrots (S) 
Pecan Roll (F) 

Fresh Fruit Salad or Peach and Cottage Cheese Salad 
Lemon Sherbet (S) or Chocolate-Nut Cake (F) 


Creole Soup 

Roast Sirloin of Beef (FS) er Chop Suey on Rice Mound 

Whipped Potatoes (FS) 

Buttered Brussels Sprouts (F) or Wax Beans (S) 

Jellied Carrot and Pineapple Salad or Pear and Cream Cheese Salad 
Orange and Coconut Filled Cake (F) or Caramel Custard (S) 


Consomme Royal 

Smothered Chicken (FS) or Roast Pork with Dressing and Gravy 
Whipped Potatoes (FS) 

Fresh Corn on the Cob (F) or Frozen Mashed Squash (S) 
Cloverleaf Roll 

Tomato and Avocado Salad or Jellied Biand Fruit Salad 
Strawberry Sundae (F) or Vanilla ice Cream (S) 


(FS)—Full and Soft Diet 


Turkeys (Eviscerated) Grade A 
Fryers (Eviscerated) 


SEEF 

5 Ibs. 
75 Ibs 
5 Ibs. 
10 Ibs. 


FRESH FRUITS 
Jonathan, 113s 
Ripe 
Ripe 


Apples 

Avocado 
Bananas 
Cantaloupe 
Grapefruit 
Lemons 
Oranges 
Pineapple, Fresh 
Rhubarb 
Strawberries 


23 Ibs. 
35 Ibs 


—— Seedless, 70s 
176s 

12 Ibs 
10 Ibs 
50 Ibs 
13 Ibs 


Local, Pie 
Quarts 


de A, 4 oz. each 


de A, 10-12 Ibs. 
FRESH VEGETABLES 


Crate 12s 
28 Ib. hamper 


Asparagus 
Beans, Green, 
Cabbage 
Carrots 
Celery 
Celery 

| Corn on the cob 

| Eggplant 

60 | Lettuce 
| Onions, Dry 


10 ibs. 
10 Ibs. 
20 Ibs. Topped, bag 
Pascal, 30s 
White 

Bag, 50s 


FISH 

15 Ibs. 
12 Ibs. 
40 Ibs 


15 Ibs. Head, 48s 


Yellow, bag 
Bunch 


75 Ibs. | Parsley Bunch 


de A, 5 Ib. av. 


Grade A, 2% Ib. av. 


night 


Tomato Juice 

Salmon Croquettes with Egg Sauce or Roast Sirloin of Beef Au Jus (FS) 
Buttered Noodles (FS) 

Buttered Green Peas (F) or Wax Beans (S) 

Jellied Perfection Salad or Jellied Banana Salad (S) 

Frozen Freestone Peaches (FS) or Butter Cookies 


Cream of Spinach Soup 
London Grill: Lamb Chop, Bacon Strip, Grilled Tomato (F) 
or Fresh Asparagus on toast with Cheese Sauce (S) 
Baked Sweet Potato (F) 
Sliced Beets (FS) 
Fresh Pineapple and Orange Salad or Pear and Orange Section Salad 
Lemon Chiffon Pudding (FS) or Gingerbread with Whipped Cream 


Cream of Corn Soup 
Jellied Avocado Salad with Jumbo Shrimps—Potato Chips and Olives (F) 
or Chopped Sirloin Steak with Mushroom Gravy, Baked Potato and 
Tomato Salad (S) 
Buttered Green Lima Beans (F) or Asparagus Tips (S) 
Date Torte with Whipped Cream or Royal Anne Cherries in Syrup (FS) 


Pineapple Juice 
Ham A La King on Chinese Noodles (F) 
or Hot Sliced Turkey Sandwich with Cream Gravy (S) 
Buttered Carrots (FS) or Fried Eggplant 
Jellied Cranberry Salad or Jellied Bland Fruit Salad (S) ; 
iced Chocolate Brownie Square or Sponge Cake with Orange Icing (FS) 


Cream of Celery Soup 

Roast Leg of Veal Au Jus with Parsleyed Buttered Potatoes and Tomato 
Salad (FS) or Deviled Egg Salad with Tomato Section, Shoestring 
Potatoes and Stuffed Olives 

Fresh Green Beans (FS) or Cauliflower Au Gratin 

Baked Peeled Apple with Whipped Cream (S) or Blueberry Tart (F) 





Cream of Potato Soup 
Fresh Crabmeat Canape with Spiced Peach (F) 
or Roast Leg of Lamb with Mint Jelly (S) 

Parsleyed Buttered New Potatoes (FS) 
Buttered Broccoli or Chopped Spinach (FS) 
Assorted Relish Plate Salad 

Apricot Bavarian (S) er Fresh Fruit Cup (F) 


Cream of Corn Soup 
Baked Whitefish with Lemon Section (FS) 

or Escalloped Turkey and Noodles 
Baked Potato (FS) 
Fresh Asparagus (FS) 

or Buttered Green Lima Beans 
Head Lettuce Salad with 1000 Island Dressing or Cole Slaw 
Black Bing Cherries in Syrup (FS) or Scotch Shortbread 


Bread, butter and a choice of beverages are to be included with each meal. 


Item, Specifications, Amounts & No. of Servings | Item, Specifications, Amounts & No. of Servings 





50 Ibs. 
400 Ibs. 
1 doz. 
22 bags 
5 Ibs. 
1 lug (30 Ibs.) 
2 bunches 


Hamper 

Bag No. I 
Bunch 

10-12 oz. bag 


Potatoes, Sweet 
Potatoes, White 
Radishes 

| Spinach, Processed 
Squash, Zucchini 

| Tomatoes 
Watercress 


30 Ibs. 


75 Ibs. 120 


1 box 
6 only 
30 Ibs. 
6 only 
1 box 
2 doz. 
1 box 
5 only 
10 Ibs. 
8 qts. 


Repacked (5 x 6) 
Bunch 


FROZEN FRUITS 

8 Ib. can, 5-1 sugar 

Con., 32 oz. ean 

Con., 32 oz. can 

Sliced, 8 Ib. can, 
5-1 sugar 

Sliced, 8 Ib. can, 
5-1 sugar 


16 Ibs. 
3 cans 
6 cans 


Blueberries 
| Grapefruit Juice 
Orange Juice 


Peaches 
16 Ibs. 


Strawberries 
| 8 Ibs. 
1 crate 


4 
v2 hamper Asparagus 


10 ibs. | 2 
50 Ibs. Beans, Lima 
| 


1 doz. | Beans, Wax 

1 doz. | Broccoli 

2 bags 

3 only 

1 crate 
50 Ibs. 

1 doz. 

1 doz. 


FROZEN VEGETABLES 
Spears, 24% Ib. pkg. 2% Ibs. 
Small, green, 

2% Ib. pkg. 
Cuts, 2% Ib. pkg. 
Stems and buds 

2% Ib. pkg. 

2% Ib. pkg. 
Buds, 2% Ib. pkg. 
2% Ib. pkg. 
Chopped, 2% Ib. pkg. 
1 Ib. pkg. 


12% Ibs. 
5 Ibs. 


17% Ibs. 
15 Ibs. 
17% Ibs. 
25 Ibs. 
10 Ibs. 

8 Ibs. 


Brussels Sprouts 
Cauliflower 

Peas 

Spinach 

Squash, Winter 
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ongincening and maintenance 


I pel MANY hospitals in the 


STAND-BY POWER SURVEY “continental United States 
have stand-by generators? To an- 


swer this question, the American 


SHOWS THAT MORE Hospital Association undertook a 
é survey among the 6786 hospitals 
listed in Part 2 of the Guide Issue 
of HOSPITALS, J.A.H.A., August 1, 
IS NEEDED 1959. Replies were received from 
5440 hospitals, an 80 per cent re- 
by GERALD A. WEIDEMIER and HIRAM SIBLEY turn. The accompanying tables do 
not reflect the total return because 
some hospitals did not fully com- 
plete their questionnaires. 

To what extent do stand-by 
generators meet hospital electric 
power needs? This second ques- 
tion, as pertinent to the whole 
problem of stand-by power facili- 
ties, was uncovered during the 
development of the questionnaire. 
(See sample questionnaire, below.) 
Therefore, the survey was also 
directed toward answering this 
question. 

The data supplied by the 5440 
returned questionnaires naturally 
falls into five major divisions, and 
are so reported in this paper. These 
divisions are: (1) number of hos- 
pitals reporting stand-by facilities; 
(2) number of hospitals reporting 
more than one electric power trunk 
line; (3) capacities of stand-by 
facilities; (4) ratio of electric 
power requirements and capacities 





- Does your hospital have a Standby Power System ? Yes 0 NoO 
How many electrical trunk lines are connected to your hospital? 
. Are you contemplating installation in your hospital 
ee of any standby units within 24 months ? Capacity 
‘ ‘ If yes, will they be: Initial o K. W.. 


diesel emergency power Pe ——— aa 
generator pictured above Additional C K, W. 


can supply the full electric What is the total power requirement of your hospital ? 

edt alla , Peak operating load for 24 hour period 
; Total connected load 

If your hospital has standby units indicate type 

and capacity of present equipment, 

Type (Fuel used) Capacity Brand Name 
a. Diesel s) KW. 
b, Gasoline s : 
c. Gas 

1) Piped 

2) Bottled 

Other 
Specify 


Yes 0 Noo 
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of stand-by generators to number 
of beds, and (5) types of fuel used 
to operate stand-by generators. 
Hospitals Reporting Stand-by 
Electric Power Facilities—Stand- 
by generators for emergency use 
were reported by 62 per cent of 
the hospitals reporting (see Table 
1, page 83); 4 per cent reported 
other sources, such as_ batteries, 
an outside utility and other com- 
binations, for a total of 66 per cent 
with some stand-by facilities. One 
per cent of the hospitals reported 
that they have plants to generate 
their own power and that they use 
an outside utility as their source of 
stand-by electric power. 

Only 50 per cent of the hospitals 
in large metropolitan areas re- 
ported stand-by generators, which 
was 12 per cent of the national 
average. Further analysis disclosed 
that the hospitals in larger metro- 
politan areas with stand-by gen- 
erators also had 50 per cent of the 
beds. In smaller metropolitan 
areas, 65 per cent of the hospitals, 
with 73 per cent of the beds, re- 
ported stand-by generators. In 
nonmetropolitan areas, 65 per cent 
of the hospitals, with 65 per cent 
of the beds, reported stand-by 
generators. 

For the nation as a whole, hos- 
pitals on the east and west coasts 
had a higher percentage of stand- 
by generators. Hospitals in the 
interior had a lower percentage, 
which decreased from north to 
south. New England ranked first 
with 79 per cent of the hospitals 
equipped with stand-by genera- 
tors. Vermont (96 per cent) led 
all the states, followed by Rhode 
Island (85), Delaware (83 per 
cent), Montana (83 per cent) and 
Nevada (80 per cent). At the bot- 
tom of the list was the District of 
Columbia (35 per cent), preceded 
by New York (46 per cent), Illi- 
nois (47 per cent), Texas (48 per 
cent) and West Virginia (48 per 
cent). Thirty-four per cent of all 
hospitals reported no stand-by 
electric power facilities (see Table 
2, page 83), but 11.7 per cent re- 
ported that they anticipated in- 
stalling stand-by facilities within 
the next two years. 

Hospitals Reporting More Than 
One Electric Trunk Line—Since 
it is well known that many hospi- 
tals anticipate the possibility of 
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1—Hospitals 
Facilities 


Reporting Stand-by Electric Power | 





Total 
Hospi- 
tals 
Report- Hospi- 
Region ing tals 


Total U.S. 


5318 | 3513 


New England 363 296 


Middle Atlantic 777 481 


East North Central 962 607 


West North Central) 712 478 


South Atlantic 674 457 


East South Central | 359 226 


West South Central 359 


Mountain 


Pacific 


TOTAL 
STAND-BY FACILITIES} GENERATORS ONLY 


Per Cent 
Hospi- of 
Total 


Per Cent Per Cent 
of Hospi- of 
Total tals Total tals 


| 
OTHER | 
| 


66.1 3309 62.2 204 | 3.9 


286 10 2.8 
5.7 


81.6 


61.9 437 aa 


63.1 561 46 4.8 


67.1 459 19 2.6 


3.0 
2.3 


67.8 437 


63.0 218 


329 4.8 


219 1.2 


363 4.3 





Facilities 


TABLE 2—Hospitals Reporting No Stand-by Electric Power 





Hospi- 
Region tals 


Total U.S. 1805 


New England 67 
Middle Atlantic 


East North Central | 
West North Senta 


South Atlantic | 
East South Central | 

j 
West South Ceniral 


| 


Mountain 


Pacific 


NO. STAND-BY 
FACILITIES 


NOT 
ANTICIPATING 
INSTALLATION 


ANTICIPATING 
INSTALLATION 


Per Cent Per Cent | Per Cent 
of Hospi- of | Hospi- of 


Total | tals Total 
| 


Total tals 


623 11.7 | 1182 | 22.2 
| 


12.1 


33.9 


23 6.3 44. 
95 25.9 


23.6 
18.8 


19.0 
| 297.8 
30.8 


17.9 
18.8 














electric power failure and prepare 
for this emergency by having 
more than one electric trunk line, 
a question was developed to deter- 
mine the number of hospitals that 
were so foresighted. For the coun- 
try as a whole, 47 per cent of hos- 
pitals reported one trunk line, 39 


per cent reported two trunk lines 
and 14 per cent reported three or 
more trunk lines. 

Among hospitals reporting two 
or more trunk lines, 67 per cent 
were in larger metropolitan areas, 
61 per cent in smaller metropolitan 
areas and 45 per cent in nonmetro- 


83 








erators 


TABLE 3—Percentage Distribution of Hospitals Reporting 
by Watts Per Bed for Hospital Electric Power 
Requirements and Capacities of Stand-by Gen- 





Hospitals 


Watts per Bed Reporting 


3865 


Total U.S. 


Under 300 watts 344 
300-499 watts 345 
500-999 watts 1146 
1000-1499 watts 820 
1500-1999 watts 412 
2000-2999 watts 364 
3000-4999 watts 


| 


10,000 watts and over | 


5000-9999 watts 


Capacity of Stand-by Generators 


| 
Per Cent } Per Cent 
of Hospitals of 
Total | Reporting Total 
| 


100.0 


3184 100.0 


8.9 | 1397 43.8 
8.9 531 | 16.7 
7e9 | (24.1 
247 | 7.8 
108 3.4 

69 | 2.2 

63 2.0 


| 
| 
| 
| 
| 
| 
| 
| 
| 





TABLE 4—Average Watts Per Bed of Hospital Electric 
Power Requirements and Capacity of Stand-by 
Generators, by Region 





Region 


Average Watts 
Per Bed Peak 
Operating Load Generator Capacity 


Per Cent of 
Daily Peak 
Operating Load 


| Average Watts 
Per Bed Stand-by 





U.S. Average 1060 





New England 910 
North Atlantic 


East North Centra! 
West North Central 


South Atlantic 
East South Central 


West South Central 


Mountain 





| 360 























politan areas. More than 50 per 
cent of hospitals in the 100 beds 
or more group reported two or 
more trunk lines, but only 38 per 
cent in the group under 25 beds. 
Capacity of Stand-by Electric 
Power Facilities—The presence of 
a stand-by generator does not nec- 
essarily mean that a hospital can 
continue to operate effectively 
should its usual source of electric 


84 


power fail or be cut off. A question 
to determine the capacities of 
stand-by electrical power facilities 
disclosed wide variation. 

A question was designed to de- 
velop the relationship between the 
capacity of the stand-by generator 
and both the peak operating load 
and the total connected load. In 
analyzing the information received, 
it became apparent that the peak 


operating load was the more sig- 
nificant figure. There are a suffi- 
cient number of possible variations 
in a hospital’s electric load—such 
as the number of facilities in use 
at one time, installation of air 
conditioning and seasonal differ- 
ences—to make the total connected 
load figure less meaningful than 
the peak operating load figure. 

Reports from all hospitals in- 
dicated that 22 per cent of the 
hospitals had stand-by generators 
which covered less than 10 per 
cent of their peak operating loads. 
In percentage groups, hospitals ap- 
peared as follows: 

Capacity of Stand-by Generators 

As A Per Cent of Peak Operating 

Load 

Per Cent Cover- 

age of Peak Oper- Per Cent 
ating Load of Hospitals 

Less than 10 22 

10 to 24.9 23 

25 to 49.9 20 

50 to 74.9 13 

75 to 99.9 6 

100 and over 16 
Ratio of Electric Power Require- 
ments and Capacities of Stand-by 
Generators to Number of Beds— 
In contrast to the preceding sched- 
ules which show a distribution of 
hospitals by peak operating load 
covered by stand-by generators, 
Tables 3 and 4 (see page 84) show 
distribution of hospitals by watts 
per bed for hospitals’ electric power 
requirements and capacities of 
stand-by generators. 

Table 4, particularly, shows that 
the average operating load for 
hospitals was 1060 watts per bed, 
but the average capacity of stand- 
by generators was 360 watts per 
bed. In other words, the average 
capacity of stand-by generators 
was 34 per cent of the average 
hospital’s daily peak operating 
load. In computing this table, it 
was nccessary to convert capacities 
reported in kva’s (kilovolt am- 
peres) to kw (kilowatts). Chart 1 
(see page 85) shows the peak 
operating loads and capacities of 
stand-by generators in average 
watts per bed for various size 
hospitals. 

By geographic region, New Eng- 
land hospitals again led the coun- 
try with an average of 542 watts 
per bed of stand-by generator pro- 
tection, which provides 60 per cent 
of the hospital’s average daily peak 
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BED SIZE RANGE WATTS PER BED 
OF HOSPITALS 





T 





Under 25 beds 











25-49 beds 








50-99 beds 








100-199 beds 











200-299 beds 








300-499 beds 





500 beds and over PEAK OPERATING LOAD 


CAPACITY OF GENERATOR 


Chart 1—Peak operating load and capacity of stand-by generators 
in average watts per bed for hospitals of various sizes 
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Chart 2—Percentage distribution of stand-by generators in operation 
by type of fuel used 
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Los Angeles General invents a cleaner, 


faster method of ward refuse disposal 


One of the disagreeable tasks of the dietary, housekeeping and nursing 
departments of a hospital is the disposal of table refuse and garbage 
from the wards. Some types of food service necessitate taking trays and 
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operating loads. The hospitals in 
the East South Central area had 
the lowest ratio, 274 watts per bed 
or 19 per cent of the hospital’s 
average daily peak operating loads. 
Types of Fuel Used to Operate 
Existing Stand-by Generators— 
Gasoline was the most popular 
type of fuel used in auxiliary 
electric power generating systems 
(46.4 per cent of all generators in 
operation). Diesel fuel was next 
(23.8 per cent), then gas (20.7 
per cent), steam (5.2 per cent) 
and finally gasoline-gas combina- 
tions (3.9 per cent). Chart 2 on 
this page shows the percentage 
distribution of stand-by generators 
in operation by type of fuel. 

The type of fuel most readily 
available in a geographic area gen- 
erally determined the choice. In 
the West South Central region, 
for example, 41 per cent of gen- 
erators use gasoline, 35 per cent 
use gas and only 14 per cent use 
diesel fuel. In the Pacific region, 
53 per cent use gasoline, 34 per 
cent use diesel fuel and only 8 per 
cent use gas. e 


their remaining contents from pa- 
tients’ bedsides, on food carts, to 
the kitchen for disposal. 

For those institutions which dis- 
pose of garbage in the ward kitch- 
ens without the use of garbage 
digestor units, a new method de- 
veloped by the Los Angeles County 
General Hospital may prove to be 
less expensive, cleaner and more 
desirable from the sanitary point 
of view than the use of garbage 
cans. This method, which elimi- 
nates completely the use of un- 
sightly garbage cans in the ward 
kitchen and other areas, has proved 
very satisfactory. If garbage dis- 
posal units are available, there is 
no need, of course, for this new 
method. 

In lieu of the garbage can, L.A. 
General uses a large plastic bag, 
42 in. high and 24 in. wide, and 
made of black polyethylene plastic. 
This bag is folded over the top of 
a linen hamper in exactly the same 
manner as a laundry bag. It is suf- 
ficiently long to reach the bottom 
of the hamper. A plastic container, 
a little larger than a foot bath, is 
placed under the hamper in which 
the bag rests. This container pro- 
tects against leakage as a result of 
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accidental fracturing of the bag. 

General Hospital patients are 
served from hot serving carts on 
specially developed paper dishes 
which are given to the patients at 
bedside on metal trays. Presently 
30 wards are using the same 
method of garbage disposal, which 
is as follows: 

The plastic bag is shaped over 
the top of the linen hamper with 
the bottom in the plastic container. 
Trays are taken from the patients 
by ward attendants, silverware is 
removed and the entire remains, 
including the paper dishes, are 
dumped into the plastic bag. At 
the end of the serving period, the 
hamper is placed in front of the 
service elevator, the bag is re- 
moved from the hamper and a knot 
is tied at the top to seal it from 
transport. The bag is placed in a 
special garbage cart and trans- 
ported approximately 1200 feet 
to a double-chamber incinerator 
where it is tossed unopened direct- 
ly into the fire pit, which main- 
tains a temperature of approxi- 
mately 2000° F. Thus the bag and 
contents are consumed without 
further handling. 

The cost of these bags is ap- 
proximately 12 cents each, which 
is considerably cheaper than the 
cost of purchasing garbage cans, 
and handling, cleaning and return- 
ing them to the wards after each 
meal. We use approximately 100 
bags per day and in the course of 
more than six months, we have 
had only approximately 25 pierced 
by sharp objects—but no bags 
have broken with normal handling. 

A bag to be left on the ward 
overnight can be sealed by twist- 
ing the bottom of the bag, thus 
closing the upper area in the same 
manner that the iris in a camera 
is opened or closed. This keeps 
waste odors from leaving the con- 
tainer and prevents unsanitary 
problems with the storage of waste 
material. If a metal or plastic cover 
is used, it may be placed on the 
ring of the hamper; this will ade- 
quately seal the bag. The General 
Hospital is using the standard 
metal garbage can lid which pre- 
viously sealed the 23-gallon gar- 
bage cans. Any lid may be used 
which will fit the ring in which 
the bag is suspended. 

An additional advantage of this 
new method is that there is con- 
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(ABOVE) Its large capacity and spill- 
proof and leak-proof properties make use 
of the plastic bag for refuse feasible, 
particularly in areas where odors and 
soiling are to be avoided. (RIGHT) Sim- 
plicity of handling and ease of closing 
make the plastic-bag method of refuse 
disposal clean and quick. 


siderable protection against the 
usual pests found around ward 
kitchens—and this, at no addition- 
al cost whatsoever. 

There is considerable employee 
acceptance of this method, and 


iN 


it is believed that this is a step 
forward in solving the difficult 
and unpleasant task of garbage 
disposal.— WALTER GROSSE, chief, 
General Services, County of Los 
Angeles General Hospital. . 
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mild enough for a baby’s skin... 
so right for any patient’s skin! 


—one reason why Ivory 2s by far the leading soap in hospitals everywhere! 
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tests. And today more doctors recommend Ivory than any J 
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you are not now using Ivory in your institution, give it a trial ee oe 
soon. Ivory will quickly win your confidence, too! 994 100% pure® .. . it floats 
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TEACHING COMPREHENSIVE MEDICAL 
CarE; A PSYCHOLOGICAL STUDY OF 
A CHANGE IN MEDICAL EDUCATION. 
Kenneth R. Hammond and others. 
Cambridge, Mass., Published for 
the Commonwealth Fund by Har- 
vard University Press, 1959. 642 


pp. $10. 

This book appears to report 
candidly the findings of a psycho- 
logical study of a change in a 
phase of medical education—the 
outpatient department experience. 
The results which could be con- 
strued as improvements in the 
teaching of comprehensive medical 
care are limited and sobering. But 
the study is done and reported so 
well that many significant impli- 
cations for medical education, hos- 
pitals, and communities are clear. 

The hospital outpatient depart- 
ment often is used by persons who 
have extensive medical and social 
problems. Patients present these 
problems as symptoms.of their 
lack of ease (disease). The present 


book neviews 


Teaching Comprehensive Medical Care 


model for service and teaching is 
the disease in a limited “organic” 
sense. Often the social and organic 
causes for the same symptoms are 
not distinguished. Overdiagnosis 
in an organic sense is likely to oc- 
cur. This is expensive and produces 
invalidism. Further, the hospital 
becomes a party to the hiding of 
certain major social problems of 
the community. One can infer 
from the findings of this study that 
the disease model for service and 
teaching should be changed to the 
family model in order to achieve 
improved teaching and services in 
comprehensive medical care. 

For the sake of both medical 
education and medical service, hos- 
pitals should look askance at the 
present model of service and ex- 
periment boldly with other models 
(probably the family model). Such 
experiments should include a 
means of evaluating the results.— 


also: 
Role of the psychiatric nurse 
Planning a salary program 


Raymonp S. Durr, M.D., director 
of Ambulatory Services, Grace- 
New Haven Community Hospital, 
New Haven, Conn. 


Role of the psychiatric nurse 


THE PSYCHIATRIC NURSE IN THE GEN- 
ERAL HospiTaL. Mary A. Tudbury. 
Springfield, Ill., Thomas, 1959. 83 
pp. $3.50. 

This book is a result of a study 
conducted in a psychiatric unit of 
a general hospital in an attempt to 
determine the possible role of the 
psychiatric nurse expert in a con- 
temporary hospital setting. The 
unit was studied to determine how 
personnel were functioning and 
how this nurse expert could func- 
tion in improving patient care. 

In a very brief presentation, 
some of the most crucial problems 
facing psychiatric nursing person- 
nel today are interestingly re- 
viewed. Among the areas explored 
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are interstaff relationships and 
feelings, the complementary roles 
of the various team members, and 
some of the obstacles to good com- 
munication which are constantly 
affecting and influencing nursing 
care. Special consideration is 
given to the well prepared nurse 
expert functioning close to the pa- 
tient, relating to him while giving 
care directly and, by her example, 
helping other personnel to func- 
tion more therapeutically. 

Very simply written, this pub- 
lication could prove to be one of 
the keys to improving care of the 
mentally ill. Seldom is such a 
practical approach found to every- 
day functioning and caring for pa- 
tients with so many principles and 
truths hidden between case pres- 
entations and factual results of a 
study. It provides a wealth of 
thought to the beginning nurse, as 
well as the director of nursing 
service, instructor or even admin- 
istrator. The student would be 
drawn to the simple case presenta- 
tion and could benefit by the dis- 
cussions and suggestions which 
follow. Others, in studying the 
findings, will discover vital areas 
which, unless thoughtfully con- 
sidered, provide blocks to efficient 
therapeutic functioning of psychi- 
atric units—SISTER MARIE PHILO- 
MENA; administrative assistant, 
Reiss Mental Health Pavilion, St. 
Vincent’s Hospital of the City of 
New York. 


Planning a salary program 


WaGES AND SALARIES: A HANDBOOK 
FOR LINE MANAGERS. Robert E. 
Sibson. New York, American Man- 
agement Association, 1960. 224 pp. 
$5.25. 

This book is written for the line 
manager in industry, but it does 
contain basic and necessary infor- 
mation about the techniques of a 
wage and salary program, which 
should be of interest to adminis- 
trators, trustees and personnel di- 
rectors. Although the text is a 
rather short dissertation on the 
vast field of wage and salary, the 
author does manage to cover the 
various high points of the field. 

His chapters on job evaluation 
and pricing job value are the most 
interesting, and probably the most 
applicable to a hospital situation. 
These two chapters are the “how 
to do it” sections of the book. In 
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them, the author is able to convey, 
almost in textbook style, some 
methods of job evaluation and 
some processes of establishing and 
pricing a pay structure. 

The author also includes a check 
list of major fringe benefits and 
costs, and tells how to communi- 
cate the value of these fringe bene- 
fits to the employee. Another area 
the author covers that would be 
of interest to the hospital reader 
is “The Role of Merit Rating”’, in 
which he explains the pitfalls that 
supervisors should avoid in carry-~ 


ing on effective merit rating. 

The chapters discussed above 
are worth the reader’s time and 
money, but in addition, the au- 
thor’s discussion of the determina- 
tion of wages for executive em- 
ployees is extremely absorbing. 
Although it is not adaptable to 
the hospital setting in a strict 
sense, this discussion offers a 
wealth of information for the ad- 
ministrator, especially in terms of 
application to the department head 
level of employee. 

—EDWARD W. WEIMER 
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THE LAW IN BRIEF 








Legal matters of interest to the hospital field prepared by 
the law department of the American Hospital Association 


Heraclitus and Hospital Law 


The classic philosopher Heraclitus once said that 
everything changes except the basic law. His thesis 
would not apply to American law nor to hospital 
law. Although we expect change in the law to be 
studied and deliberate, some recent cases affecting 
the hospital field demonstrate how abruptly the 
course of law may be altered. 

For 58 years, in Michigan, voluntary nonprofit hos- 
pitals have enjoyed charitable immunity from liability 
for the negligence of their employees. Nevertheless, 
in a case which clearly challenged the existence of 
this protective doctrine, the supreme court of that 
state has overthrown the immunity principle and re- 
placed it with tort liability. The decision was by a 4-3 
vote, thus indicating the difficulty of the problem. 
The justices were torn between their respect for an 
accepted and long-established rule of law, which per- 
haps ought to be changed only by action of the legis- 
lature, and the need for providing proper recompense 
to innocent parties harmed as a result of the negli- 
gence of hospital personnel. 


MICHIGAN LITIGATION 


Lawyers sometimes say that “hard cases make bad 
law”. That is, the law resulting from the desire to 
do justice in a specific situation may be less justifiable 
if applied as a general principle to other circum- 
stances. The case of Parker v. Port Huron Hospital, 
105 N.W. 2nd 1 (Mich. 1960) may illustrate this legal 
adage. Suit was brought by the husband of the de- 
ceased patient. She, a mother of four, was given the 
wrong blood type during a transfusion and expired 
as a result. The jury brought in a verdict for the 
plaintiff and a judgment of $20,548. The question on 
appeal was whether a negligence suit could be main- 
tained in Michigan against a charitable hospital. In 
concluding that such cases would henceforth be 
allowed, the majority said: 

“It is our conclusion that there is today no 
factual justification for immunity in a case such 
as this, and that principles of law, logic and in- 
trinsic justice demand that the mantle of im- 
munity be withdrawn. The almost unanimous 
view expressed in the recent decisions of our 
sister states is that insofar as the rule of im- 
munity was ever justified, changed conditions 
have rendered the rule no longer necessary.” 
Author of the majority opinion, Justice Thomas M. 

Kavanagh wrote, “It makes sense to say that this 
kind of a charity should pay its own way... not 
only office expenses but the expense of insurance... .” 
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The court concluded that the new interpretation of 
Michigan law would affect hospital defendants only 
for cases arising after the date of this decision. Thus 
hospitals would be protected against claims based on 
instances which occurred prior to the time when the 
hospitals could have known that there would be lia- 
bility for negligence. 

This is the first instance of loss by voluntary hos- 
pitals of their charitable immunity since 1958. Dur- 
ing the interim, the New Jersey legislature has placed 
a limit of $10,000 on recoveries against charitable 
hospitals and the Kansas legislature has prevented 
the execution of judgments against voluntary non- 
profit hospitals based on negligence (although not 
eliminating the hospital’s exposure to such a judg- 
ment or collection on insurance carried by the hos- 
pital). 


LOSS OF CONSORTIUM 

Plaintiff Parker in the Michigan suit was awarded 
$20,000, in his capacity as administrator of the estate, 
for the wrongful death of his wife. The additional 
$548 was for the loss of her companionship. The 
latter stems from common law concepts whereby the 
husband’s loss of consortium was a separate cause of 
action which he could pursue. Today, in many states, 
actionable injury to a wife, as a result of negligence 
occurring in a hospital, also exposes the institution to 
the husband’s claim for loss of the wife’s services. 
Two states’ supreme courts have had to consider 
whether in this modern era a wife has a personal 
cause of action for loss of consortium of her husband 
when the latter is wrongfully injured. 

The New Hampshire court has concluded that the 
wife has no right to recover damages from a party 
who negligently injured the husband, the suit being 
based on claimed loss of her husband’s consortium. 
Although married women have been emancipated and 
have rights as individuals, this court thought that 
when the husband recovers damages, an element in 
the computation of those damages is the dependence 
of the wife upon his earnings and disruption of the 
conjugal relationship as a result of the negligent 
action. Since the husband is obligated to support his 
wife and children, these dependent members of the 
family do not have separate causes of action. Snod- 
grass v. Cherry-Burrell Corp., 29 Law Week 2218 
(N.H., 1960). 

The Illinois Supreme Court came to the opposite 


This material is not legal advice. The information on this page should not be 
used to resolve legal problems. For advice on such problems a hospital should 
consult a member of the local bar. 
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conclusion after examining the common law back- 
ground of the right to recover for loss of consortium. 
Said the majority opinion in Dini v. Naiditch, 11 CCH 
Neg]. Cases 2d 1050 (IIll., 1960), “We agree with those 
jurists and critics who find that the reasons advanced 
in the cases for denying the wife’s right of action for 
loss of consortium are without substance. . .. The 
husband’s right to the conjugal society of his wife is 
no greater than hers, an invasion of the wife’s con- 
jugal interest merits the same protection of the law 

Thus, in Illinois and a few other states, a wife may 
bring an action in her own right for the loss of con- 
sortium of her husband where the latter has been 
injured as a result of negligence. Where this law 
prevails, it is possible that both husbands and wives 
may sue hospitals because of alleged negligent in- 
juries to the patient-spouse. 


UNBORN PLAINTIFFS 


Similar changing law involves the rights of infants 
to sue as individuals for wrongs suffered even before 
they are born. The law once adopted a prevailing 
medical view that an unborn infant was part of its 
mother. Later some courts held that a viable child 
could subsequently sue for injuries incurred en ventre 
sa mere. The Pennsylvania Supreme Court now con- 
cludes that on the basis of modern medical knowledge, 
a fetus is regarded as having existence as a separate 
creature from the moment of conception. Injury to the 
child before its birth would be an allowable cause of 
action for litigation by the child and, because of 
favorable statutes of limitations, the suit might be 
brought as late as a few years after the child reaches 
his majority. Sinkler v. Kneale, 29 Law Week 2159 
(Pa., 1960). 


Court Upholds Physician Discipline 


A radiologist enjoying civil service status in a 
city hospital in New York State was suspended from 
his position for two months. The hospital adminis- 
trator conducted hearings, as authorized by the 
pertinent law, and concluded that the physician had 
been guilty of five of nine charges. The administra- 
tor had preferred the charges, conducted the hearings 
and reached a determination—all permissible under 
the applicable procedures. A five-man appellate court 
subsequently reviewed the matter. 

The radiologist, as head of the hospital depart- 
ment, was supervisor of an M.D. assistant and a 
number of technicians. He or his assistant followed 
a practice of adjusting the equipment prior to radia- 
tion therapy; the technician would then set the con- 
trols and timer, and would actually administer the 
treatment. On six occasions, the patient received 
eight-minute exposures to radiation instead of 1.8 
minutes. She ultimately died of radiation burns. 


RECORDS SUBSTITUTED 


The alleged offenses revolved about the radiology 
department records for the deceased. The technician 
who administered the treatments properly recorded 
the eight-minute dosage, but incorrectly noted the 
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roentgen exposure of each treatment at 200 for 
1.8 minutes, instead of 1000 for eight minutes. The 
radiologist computed the total dosage after each 
treatment but neglected to note the disparity be- 
tween minutes:and roentgens, 

The return of the chief technician from vacation 
precipitated discovery of the error. The original daily 
record was then destroyed, the appeals court related, 
“upon orders”. A substitute record was prepared, 
listing 1.8 minute exposures, and all persons who 
treated the patient initialed the false record. No 
report of this incident was made to the hospital ad- 
ministration for five months and then only when the 
deceased’s counsel commenced an investigation of 
the circumstances surrounding the death. 

The court did not find that the radiologist per- 
sonally destroyed or falsified records, but it con- 
demned him for participating in the events which 
led to substituting a false record and concluded that 
he must have been aware of what went on and by 
silence or inaction gave his approval. He failed his 
duty in neglecting to promptly report the incident 
to his superiors. 


Disclosure of Professional Information 


The responsibility of a physician for disclosing more 
information than the patient desired has been the 
subject of litigation in New York. The physician 
treated the patient for asthmatic bronchitis and res- 
piratory infections. He was authorized by the pa- 
tient to render a medical report to the employer. 
The physician wrote that the physical ailments re- 
sulted from the employee taking to drink as a means 
of meeting his social problems. The resultant effect 
upon the patient’s employment status prompted the 
suit. 

The court recognized the duty of secrecy of phy- 
sicians when possessed of information acquired dur- 
ing treatment of patients as implied by New York 
statutes. Furthermore, regulations of the Commis- 
sioner of Education in that state define ‘unprofessional 
conduct” as including the disclosing of information 
obtained in a professional capacity without first ob- 
taining consent of the patient. In this instance, the 
patient gave consent, but denied that consent carried 
to the matter of disclosing alcoholism. The court 
concluded that once the patient waived his privilege 
of privacy, his authorization was not subject to fur- 
ther termination, restriction or qualification. 


CONFIDENCE VS. PUBLIC DUTY 


In addition, the court acknowledged the physician’s 
claim that he had an overriding duty to make a dis- 
closure to the employer of the underlying cause of the 
employee’s illness. This was comparable to the duty 
of a physician to report communicable diseases or to 
safeguard the government (the employer in this in- 
stance) from employees whose health might endanger 
national security or result in the squandering of 
public funds. This case may be applicable, also, to 
disclosures by hospital personnel. Clerk v. Geraci, 29 
Law Week 2191 (N.Y. Sup. Ct., Kings Cty., 1960). 

(Continued on page 102) 
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personnel changes 


@ Sister M. Anita, O.S.F., R.N., R.R.L., has been appointed 
administrator of the St. Francis Hospital, Freeport, 
Ill. She served as assistant administrator for five 
years at St. Anthony De Padua Hospital, Chicago, and 
prior to her recent appointment, was administrator of 
St. Charles Hospital, Aurora, Ill. 


@ Sister Mary Elizabeth, O.S.F., R.N., has been appointed 
administrator of Trinity Memorial Hospital, Cudahy, 
Wis., succeeding Sister Mary Cleophas, who was 
appointed to a teaching position. Sister Mary Eliza- 
beth has had 30 years of administrative experience 
in nursing service and education and for the past 
two years has served as a consultant in nursing. She 
holds an M.A. in nursing education from Marquette 
University, Milwaukee. 


@ Sister Mary Francine, O.S.F., R.N., is the new administra- 
tor of Memorial Hospital of Lafayette County, Dar- 
lington, Wis. She has been administrator of St. Francis 
Home for the Aged, Breckenridge, Minn., for the past 
six vears. She will replace Sister Mary Ferdinand, O.S.F., 
R.N. 


@ Sister Hermine Regan, R.N., has been appointed admin- 
istrator of Mary’s Help Hospital, San Francisco, suc- 
ceeding Sister Mary Rose. Sister Hermine was formerly 
administrator of St. Mary’s Hospital, Milwaukee. 


@ Sister M. Hildegarde, R.S.M., has been appointed admin- 
istrator of Mercy Hospital-Street Memorial, Vicks- 
burg, Miss. She was the first administrator of the 
hospital when it was taken over by the Religious 
Sisters of Mercy in 1943. Since 1948 she has served 
in other capacities with the Sisters of Mercy, St. 
Louis, Mo. 


@ Sister Mary Joseph, O.S.F., R.N., has been appointed 
administrator of St. Francis Hospital, Breckenridge, 
Minn. She has been administrator for the past six 
years of St. Ansgar Hospital, Moorhead, Minn. 


@ Sister Mary Patrice, O.S.F., has been appointed admin- 
istrator of Our Lady of Mercy Hospital, Alexandria, 
Minn. Previously she was assistant to the adminis- 
trator and supervisor of the business office at St. 
Anthony’s Hospital, Milwaukee. She succeeds Sister 
Mary Julitta, O.S.F.. who is now night supervisor at 
Trinity Hospital, Cudahy, Wis. 


@ Sister M. Theodefrida, M.S.C., R.N., has beer appointed 
administrator of the A. C. Milliken Hospital (Good 
Samaritan Hospital) Pottsville, Pa. She was formerly 
administrator of Sacred Heart Hospital, Allentown, 
Pa. She succeeds Sister M. Wilfrida, M.S.C., R.N., who was 
appointed administrator of St. Mary’s Hospital, 
Athens, Ga. 


®@ Sister Mary Venarda, R.S.M., R.N., has been appointed 
administrator of Mercy Hospital, Chicago, succeeding 
Sister Mary Michael, R.S.M., who held that position for 
the past four years. Sister Mary Venarda for six years 
was administrator of Mercy Hospital, Davenport, 
' Iowa. She will be succeeded there by Sister Mary 
Ludmilla, R.S.M., former supervisor at Mercy Hospital, 
Chicago. Sister Mary Venarda has an M.A. in hospital 
administration from St. Louis University. 
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@ Stephen M. Smith, M.D., has been appointed director 

of Gracie Square Hospital, New York City. He re- 
cently retired from the U.S. Navy 
with the rank of Captain. He was 
district medical officer for the 
Third Naval District and Sea Fron- 
tier. Prior to his career with the 
Navy, Dr. Smith was medical di- 
rector of Hall Brook Sanitarium in 
Westport, Conn. 


@ John K. Springer has been named 
assistant administrator at the Mary 
Hitchcook Memorial Hospital, Han- 
over, N.H. Mr. Springer received 
his master’s degree in hospital administration in 1960 
from the University of Michigan. 


DR. SMITH 


@ Richard D. Springer has been appointed administrator 
of the Broaddus Hospital, Philippi, W.Va. He is a 
graduate of the program in hospital administration 
at the University of Pittsburgh. 


@ W. Austin Turner has been appointed assistant admin- 
istrator of the University of California Medical Cen- 
ter in Los Angeles. Mr. Turner 
has been assistant administrator 
and business manager at Marin 
General Hospital, San Rafael, 
Calif., since May 1958. He was pre- 
iously administrative resident at 
Donald N. Sharp Memorial Com- 
munity Hospital, San Diego, Calif. 


@ Paul J. Vogt has been appointed 
administrator of Rice County Dis- 
trict No. 1 Hospital in Faribault, 
Minn. He was formerly administra- 
tive assistant at the Charles T. Miller Hospital, St. 
Paul. Mr. Vogt is a graduate of the program in hos- 
pital administration at University of Minnesota. 


MR. TURNER 


@ Maj. Robert E. Waldron of the Salvation Army has 
been named superintendent of Catherine Booth Hos- 
pital, Cincinnati, Ohio. He was formerly superintend- 
ent of Booth Memorial Hospital, Buffalo, N.Y. 


Corrections 


@ It was inadvertently reported on this page in the 
Nov. 1, 1960, issue that Oscar M. Marvin was ap- 
pointed administrator of the City of Memphis Hospi- 
tals. He is the assistant administrator. 


@ Also, it was incorrectly reported in the Dec. 1, 1960, 
issue that K. S. Bronstein was appointed adminis- 
trator of Cedars of Lebanon Hospital, Los Angeles. 
He is the administrator of Cedars of Lebanon Hospi- 
tal, Miami, Fla. Seymour Schulman is the adminis- 
trator of Cedars of Lebanon Hospital, Los Angeles. 


Special Notes 


p Robin C. Buerki, M.D., director of Henry Ford Hospital, 
Detroit, was honored recently by the University of 
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Wisconsin when his portrait was presented to the 
university by John Z. Bowers, M.D., dean of the 
Medical School. Dr. Buerki was the first superin- 
tendent of University Hospital from 1923 to 1941. 


p Alice Girard, R.N., immediate past president of the 
Canadian Nurses Association and director of nursing 
and assistant to the director of Hépital St-Luc, 
Montreal, has been invested Officer Sister of the 
Most Venerable Order of the Hospital of St. John of 
Jerusalem. The honor was presented by the Prior of 
the Priory of Canada, His Excellency Major-General 
Georges P. Vanier, Governor-General of Canada, in 
Ottawa, October 14. 


p Richard ©. Cannon, M.D., director of Vanderbilt Uni- 
versity Hospital, has been named president-elect 
of the Medical School-Teaching Hospital section of 
the Association of American Medical Colleges. Dr. 
Cannon, president of the Tennessee Hospital Associa- 
tion, is a graduate of Western Kentucky State Col- 
lege and Vanderbilt University School of Medicine. 


p Albert and Grace Hohn, administrator and assistant 
administrator of Protestant Deaconess Hospital, 
Evansville, Ind., were presented with a plaque in 
recognition of their service by the Indiana Hospital 
Association. An annual Albert and Grace Hahn 
Address, to be part of the IHA convention commenc- 
ing in 1961, and an Albert and Grace Hahn Trust 
were established. The IHA gave an initial $5000 to 
the trust, which will be used to attract outstanding 
speakers for the annual address. 


} Oliver G. Pratt, executive director of Rhode Island 
Hospital, was awarded a silver tray in recognition 


of his leadership in the field of hospital administra- 
tion at the annual meeting of the Hospital Association 
of Rhode Island, Providence. The presentation was 
made by J. Dewey Lutes, superintendent of Woon- 
socket Hospital and newly elected president of the 
state association. 


) Nathan J. Stark, chairman of the planning committee 
of the Kansas City Area Hospital Association, re- 
ceived an award from the Missouri Hospital Associa- 
tion for volunteer work in improving hospitals, at the 
38th annual dinner meeting of the association. Mrs. 
Harry C. Milton of St. Louis, chairman of the AHA 
Council on Hospital Auxiliaries, was presented with a 
similar plaque for her work with hospital auxiliaries. 


Deaths 


Thomas P. Galbraith, hospital architect with the Archi- 
tectural and Engineering Branch, Division of Hospital 
and Medical Facilities, U.S. Public Health Service, 
died Nov. 14, 1960. Mr. Galbraith had been with the 
Hill-Burton Program since February 1947. He worked 
with the National Park Service in Washington, D.C., 
from 1933 to 1938, with the Public Works Administra- 
tion from 1938 to 1939, and with the Navy Depart- 
ment as an architect in the Hospital Group from 1939 
to 1947. As a hospital architect, Mr. Galbraith spe- 
cialized in long-term care and rehabilitation facilities. 


Warren Irwin, general purchasing agent at the Uni- 
versity of Rochester from 1937 to 1958, died Nov. 11, 
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1960, at Newark, N.J. Born in Hoople, N.D., in 1894, 
Mr. Irwin graduated from Syracuse University in 
1916 and began his career with the university in 1924 
when he became purchasing agent for Strong Memo- 
rial Hospital and the University of Rochester Medical 
School. He was promoted to purchasing agent for the 
entire university in 1937. 


The Rev. William C. Perdew, D.D., administrator of 
Bronson Methodist Hospital, Kalamazoo, Mich., died 
Nov. 24, 1960. The Rev. Perdew 
was a member of the American 
Hospital Association and repre- 
sented the Association on many 
committees, including the Liaison 
Committee of the AHA and the 
National League for Nursing, the 
Executive Committee on Accredi- 
tation Policies for Diploma and 
Associate Degree Programs, and 
the National League for Nursing 
Board of Review for Accreditation 
of Diploma Schools of Nursing 
(1958-1960). He was a fellow of the American College 
of Hospital Administrators and president of the 
Michigan Hospital Association in 1954. Dr. Perdew 
was instrumental in the establishment of the Practical 
Nursing Center in Kalamazoo. 


REV. W. C. PERDEW 


Arthur J. Swanson, who had been serving in an ad- 
visory capacity to the Hospital Services Commission 
of Ontario since his retirement as 
president of the commission a year 
ago, died Dec. 5, 1960. In 1956, Mr. 
Swanson served as president of the 
American College of Hospital Ad- 
ministrators. A member of the 
American Hospital Association, he 
served in the House of Delegates 
in 1944, 1946 and 1948 and was a 
member of the Board of Trustees 
from 1950 to 1952. He was first 
vice president of the Association in 
1944. He was also president of the 
Canadian Hospital Association for two terms (1945- 
1949). Mr. Swanson began his career in hospital 
administration on the staff of the Toronto Western 
Hospital in 1925 and was appointed general superin- 
tendent in 1930. He served in various capacities in the 
Ontario Hospital Association, and was elected presi- 
dent in 1937. In 1954, Mr. Swanson was recipient of 
the George Findlay Stephens Memorial Award. 


MR. SWANSON 


Capt. Edgar Thompson, USN Medical Corps (retired), 
former commander of the U.S. Naval Hospital in 
Charleston, S.C., died Nov. 9, 1960, at St. Luke’s Hos- 
pital in Cleveland. Captain Thompson served six 
tours of duty as senior Navy medical officer at 
Charleston, and during World War I was in charge of 
all naval hospitals in the war zone. After the war he 
was awarded the Order of the British Empire by King 
George V of England. Born in 1871 in Marshfield, 
Mo., he graduated from Drury College of St. Louis 
University in 1894. 
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White House Aging Conference to Draw 2800 


Even though sandwiched between the opening of 
the 87th Congress January 3 and the inauguration 
of the new administration January 20, the White 
House Conference on Aging, meeting in Washington, 
D.C., January 9-12, is expected to be a major news- 
maker. President Eisenhower has been invited to 
address the opening session and President-elect John 
F. Kennedy has been asked to speak at the closing 
session. 

At its final planning meeting, the National Advisory 
Committee for the conference decided the January 
meeting should develop policy statements covering 
each of the conference’s 20 subject matter areas, 
rather than a multitude of uncorrelated recommen- 
dations. The policy statements will incorporate major 
findings and recommendations, and specific recom- 
mendations will be included as part of the official 
record of the conference. 

Some 2800 delegates will attend the conference, 
representing 53 states and territories and 300 national 
voluntary organizations (including the American 
Hospital Association) with programs in the field of 
aging. The conference was called by President Eisen- 
hower in 1958. As developed, it will be a citizens’ 
conference, rather than an activity of the federal 
government, and the delegates will represent a cross 
section of pertinent interests. It is the first White 
House Conference on Aging and may be followed by 
more at set intervals. 

Conference planners point out that health care 
for the aged is only one of 20 subject matter areas 
to be studied at the sessions, with the others includ- 
ing such vital items as income maintenance, housing, 
free time activities, rehabilitation and the impact of 
inflation on retired persons. The health and medical 
care question is an area by itself, but its discussants 
are not scheduled to take up financing of such pro- 
grams. That has been assigned to the section on in- 
come maintenance. 


American Goals Subject of New Book 


Supplementing the late November report of Presi- 
dent Eisenhower’s Commission on National Goals, a 
372-page book entitled Goals for Americans has been 
put on nation-wide public sale in both paperback 
and clothbound editions. In addition to the 31-page 
report, the new book includes separate essays on 
each national goal, which were written for the com- 
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mission’s consideration in making its own recom- 
mendations. As stated in the foreword, the views 
outlined in the individual essays are those of the 
authors and “not necessarily shared by the commis- 
sion.” 

The essay on health and welfare needs, titled 
“Meeting Human Needs,” was written by James P. 
Dixon, M.D., president of Antioch College, Yellow 
Springs, Ohio. In his discussion of health care, Dr. 
Dixon wrote that the hospital “has tremendous latent 
possibilities which have been barely exploited. [It] 
can serve not just as a workshop for physicians, but 
in the larger role of community health center.” He 
also stated that “‘the opportunity for full community 
use of hospital services is abridged by conflict between 
physicians and hospitals. This conflict is over the 
propriety of hospitals’ entrance into the practice of 
medicine through becoming employers of physicians.” 

In his comments on health care for the aged, Dr. 
Dixon wrote that, in his opinion, “If we are to attain 
minimum standards of health service for older people 
. .. the logical choice is an extension of the present 
federal social security system.” With this statement, 
he goes beyond the report of the commission itself 
which said: “Extension of medical insurance is nec- 
essary, through both public and private agencies.” 


Medicare Passes $270 Million Mark 


Four years old last month, the Dependent’s Medical 
Care Program—popularly called “Medicare’—has 
provided more than $270 million worth of care from 
civilian sources to approximately one million de- 
pendent wives and children of servicemen on active 
duty. The fourth anniversary of the program was 
marked in Washington by presentation of a doll to 
four-year-old Susan Benita Koonia, the first baby 
for whom a claim had been paid by Medicare. 

Under the Medicare law, which became effective 
Dec. 7, 1956, medical care from civilian sources for 
wives and children of servicemen on active duty was 
approved as a supplement to medical care available 
from military services medical treatment facilities. Of 
the more than $270 million costs of care provided by 
civilian physicians and hospitals by the end of 1960, 
approximately $133 million was paid to hospitals, 
about $131 million to physicians and about $6 million 
for administrative costs. 
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IN TOTAL HOSPITAL 
AGAINST STAPH. 


| 


for all personnel with patient contacts 


Thorough washing with the antiseptic detergent, 
pHisoHex, is a simple hygienic measure that can help re- 
duce staphylococcal and other infections if adopted by all 
hospital personnel attending patients. Such a hospital 
procedure has “...proved effective in controlling the 
spread of infection...."" Routine washing with pHisoHex 
is suggested not only for surgeons, physicians and nurses, 
but also for nurses’ aids, food handlers and members of 
the housekeeping and laundry staff. Home use by sur- 
geons and nurses augments results still further. 





antibacterial 
Pee detergent with 3% 
hexachlorophene 


“,.. the bactericidal effect of pHisoHex can be attributed 
to the efficient deposition of hexachlorophene as a 
semi-permanent film on the skin of frequent users.’ 
Hexachlorophene is particularly effective against 
staphylococci.* 

pHisoHex is a potent antibacterial, hypoallergenic deter- 
gent with “...a surface tension reducent 40% more 
powerful than soap.’”? 


1. Benson, og E.: Am. J. gy 57:1136, Sept., 1957. 2. Smylie, 
H. G.; Webster, C. U., and Bruce, M. L.: Brit. M. J. 2:606, Oct. 3, 1959. 
3, Ayliffe, G. A. J.; Alder, V.G., and AA ay W. A.: Lancet 2:456, Sept. 
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N.J. Blue Shield Defends Increases, 
Opposes Nonmedical Rulings on Fees 


A written statement, submitted December 8 to the special legislative 
commission on health care costs in New Jersey, said in effect that the 
impending increase in subscription rates, as well as a 1958 adjustment 
in fees paid to physicians for services by the Medical-Surgical Plan of 
New Jersey (Blue Shield), should be considered long overdue. 


The statement, accompanied by 
explanatory graphs, was filed by 
Nicholas F. Alfano, M.D., Blue 
Shield executive vice president and 
medical director. He explained that 
it was intended to supply the legis- 
lative body with documented an- 
swers to questions raised at an 
earlier session. This was the most 
recent development in a series of 
hearings of a state legislative com- 
mission headed by Sen. Wayne 
Dumont Jr. The commission is also 
studying rate increases proposed 
for Blue Cross in New Jersey. 

Dr. Alfano made the first public 
disclosure of the anticipated in- 
crease during the fifth public hear- 
ing of the legislative committee. 
In his earlier testimony, Dr. Alfano 
had said that reserves are now $6 
million and should be over $8 mil- 
lion. Regarding Dr. Alfano’s testi- 
mony that dwindling reserves 
would force Blue Shield to apply 
for a rate increase in December, 
to be effective May 1, 1961, the 
statement read: 

“The fact of the matter, and this 
unfortunately has not been gen- 
erally appreciated, is that New 
Jersey Blue Shield has requested 
only two increases in contract rates 
since its inception in 1942. These 
increases occurred effective Dec. 1, 
1949, and May 1, 1956. Further, the 
increased rate granted 4% years 
ago was reduced by 5 per cent 
effective Oct. 1, 1958, under man- 
date of the Commissioner of Bank- 
ing and Insurance.” 

The presentation showed that 
Blue Shield subscription rates are 
now 18.1 per cent higher than they 
were in 1949, in contrast with a 
jump of 66.7 per cent in wages 
paid to workers in the New Jersey 
manufacturing industry. Over the 
same period, fees paid by Blue 
Shield to its participating physi- 
cians in the form of service benefits 
have risen only 9.5 per cent, the 
statement continued. 

The Blue Shield statement op- 
posed legislation which would em- 
power the state commissioner of 
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banking and insurance to disap- 
prove fees paid by the Plan to 
doctors. Contending that only phy- 
sicians are qualified to evaluate 
medical services, the statement as- 
serted “it is inconceivable that an 
individual with no medical train- 
ing could be given final power to 
judge whether fees for any medical 
services are excessive.” It charged 
that such legislation would repre- 
sent a “giant step toward govern- 
ment control of the individual 
practitioner’s livelihood.” s 


Rate Increase Granted 
Connecticut Blue Cross 


Group rate increases for Con- 
necticut Blue Cross hospitalization 
insurance averaging approximately 
13.4 per cent have been approved 
by the State Insurance Depart- 
ment. 

The increases, which will go into 
effect February 1, will affect ap- 
proximately 800,000 members in 
extended, comprehensive and 
standard Blue Cross group plans. 
Alfred N. Premo, state insurance 
commissioner, said he expects the 
new rates to hold for at least two 
years. The rate hike will apply 
only to group policy holders. High- 
er rates for individuals went into 
effect last July. * 


Marion Folsom Heads 
N.Y. Planning Council 


Organization of the Patient Care 
Planning Council of Monroe Coun- 
ty (Rochester, N.Y.), a commu- 
nity-wide planning agency to de- 
termine needs and to coordinate 
expansion among hospitals and 
other health care facilities, has been 
announced. Marion B. Folsom, 
former U.S. Secretary of Health, 
Education, and Welfare, will serve 
as the first chairman of the council. 

Membership in the council will 
be drawn from 11 organizations, 
and will include one or two per- 
sons to represent the public at 
large. The makeup of the council 


will give it powerful control over 
finances in the health care field, 
the announcement said. Approval 
of the council will be necessary in 
order to obtain federal, county, 
city and voluntary funds for ex- 
pansion projects. It was explained 
that the council will coordinate 
the proposals of recent studies, in- 
cluding that of the Curtis Commit- 
tee for Hospital Expansion and the 
Trussell state-wide study of the 
Blue Cross Plans. Lad 


Thomas Callahan Named 


To New AHA Position 


The appointment of Thomas E. 
Callahan to the newly created 
position of assistant secretary to 
the Council on 
Association 
Services of the 
American Hos- 
pital Association 
has been an- 
nounced by Ed- 
win L. Crosby, 
M.D., director of 
the Association. 
Mr. Callahan 
was formerly 
assistant ad- 
ministrator of the T. E. Schumpert 
Memorial Sanitarium, Shreveport, 
La., and from 1955 to 1957 was a 
resident and later assistant admin- 
istrator of St. Joseph’s Hospital, 
Fort Worth, Tex. He received a 
bachelor of science degree in com- 
merce at St. Louis University, and 
was graduated from the program 
in hospital administration there. 

Mr. Callahan was a member of 
the board of directors of the 
Louisiana Hospital Association, and 
is a member of the American Col- 
lege of Hospital Administrators. ® 


MR. CALLAHAN 


Advisory Committee Named 
By Chicago Hospital Council 


A lay advisory committee has 
been named by the board of the 
Chicago Hospital Council “in an 
effort to seek community-wide aid 
in finding equitable solutions to 
many problems facing the commu- 
nity’s voluntary nonprofit hospi- 
tals.” 

An announcement by the Chi- 
cago council said the committee 
will deal with specific problems 
formulated by the council’s board, 
and will send recommendations 
back to the board for appropriate 
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action. The continuing work of the 
committee will include recom- 
mendations on such problems as: 

® Dealing with the chronic un- 
derfinancing of voluntary hospitals. 

@ Improving the welfare and 
working conditions of hospital em- 
ployees. 

@ Long-term financing of hos- 
pital physical plant facilities by 
modernization, renovation and ex- 
pansion to meet public needs. 

@ Increasing hospital funds 
through improved reimbursement 
procedures by city, county, state 
and federal government. . 


Groups Elect Officers 

Indiana Hospital Association: presi- 
dent, Wilbur, C. McLin, adminis- 
trator, Community Hospital of 
Indianapolis; president-elect, Rich- 
ard W. Trenkner, administrator, 
Memorial Hospital of South Bend; 
vice president, Jack A. L. Hahn, 


superintendent, Methodist Hospi- 
tal of Indiana; treasurer, Edmund 
J. Shea, administrator, Indiana 
University Medical Center. 

Hospital Association of Metropolitan 
St. Lovis: president, David Littauer, 
M.D., administrator, The Jewish 
Hospital of St. Louis; vice presi- 
dent, Crofford O. Vermillion, M.D., 
associate director of Barnes Hospi- 
tal; secretary, Sister Mary Rene, 
R.S.M., administrator, St. John’s 
Hospital; treasurer, Lilly D. Hoek- 
stra, administrator, St. Louis Chil- 
dren’s Hospital. 

Oklahoma Hospital Association: presi- 
dent, Al Donnell, administrator, 
Muskogee General Hospital; presi- 
dent-elect, Benny Carlisle, Okla- 
homa General Hospital, Clinton, 
vice president, Richard Luttrell, 
administrator, Norman Municipal 
Hospital, Norman; secretary, C. L. 
Johnson, administrator, Grady Me- 
morial Hospital, Chickasha. 





CONSTRUCTION 


California 


Anaheim—Martin Luther Hospi- 
tal, a new 144-bed facility, was 
opened at the end of last year. The 
$3 million hospital is the key unit 
of a 15-acre medical center which 
will include doctor’s offices, lab- 
oratories and stores handling medi- 
cal supplies. The hospital was de- 
signed to permit expansion to 300 
beds, which would raise the value 
to $5 million. The three initial 
wings of the hospital will contain 
a 56-bed surgical ward, a 56-bed 
medical ward and a 34-bed ma- 
ternity ward and 44 bassinets. 

Berkeley—The new $1,350,000 
addition to Cowell Memorial Hos- 
pital on the University of Califor- 
nia campus in Berkeley went into 
service last October. The five-story 
addition will more than double 
facilities of the institution. The 
hospital provides complete health 
facilities for the U.C. student body 
with a staff of 8 resident physicians 
and 120 part-time physicians and 
dentists. 

Canoga Park—Construction of a 
$820,000 hospital was scheduled to 
begin before the first of this year. 
Plans include an initial 72-bed 
hospital, three surgery rooms, a 
recovery room, cystoscopy room 
and two delivery rooms. Eventual- 
ly the hospital will contain 250 
beds, a four-story nursing wing 
and a complete obstetric wing. 
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PLANNED 
AND COMPLETED 


Canoga Park—Groundbreaking 
for the $1.4 million West-Park 
Community Hospital will take 
place in February. The first unit 
of a multiphase development will 
consist of a 43,000-square foot, 80- 
bed facility. When completed the 
development will include a $2.8 
million 284-bed facility. The de- 
sign of the hospital includes nurs- 
ing units in a T-shape plan, and 
other developments to effect econ- 
omy of operation and expedite 
construction of future additions. 

Los Angeles—Gateways Hospital 
is now under construction in the 
Echo Park district. The 60-bed 
mental and rehabilitation center 
will more than double the size of 
the present hospital. 


Colorado 


Colorado Springs—A _ 135-bed, 
four-story hospital at the U.S. Air 
Force Academy was opened last 
November. The $3.4 million hospi- 
tal has classrooms which will en- 
able cadets to continue their stud- 
ies while hospitalized. 

Denver—A $20 million long- 
range building program at the 
University of Colorado includes a 
proposed Eleanor Roosevelt Insti- 
tute for Cancer Research. The in- 
stitute would become part of new 
Medical Center construction, and 
would be housed in a proposed 
clinical research wing. 

Greeley—Weld County General 
Hospital (220 beds) is planning an 
85-bed addition to cost $1.6 mil- 
lion. The addition will feature a 
nursing wing and a service wing 
for offices, large laboratory and ex- 
panded operating services area. 
The project is expected to be com- 
pleted by the spring of 1962. 


Florida 


Miami—tThe new Baptist Hospi- 
tal of Miami, a 304-bed, $5.5 mil- 
lion structure, opened November 
21 for patient care. Although a 
Spanish Renaissance architectural 
style has been used, the inside of 
the five-story hospital is totally 
modern. 

Miami—Plans for the building of 
Pan American Hospital, primarily 
for Latin American residents and 
visitors in Miami, have been an- 
nounced. The hospital will be con- 
structed during the coming year. 


illinois 


Chicago—Dedication of the Jelke 
Memorial Building at Presbyte- 
rian-St. Luke’s Hospital took place 
last November. It is a step toward 
the completion of a 10-year de- 
velopment plan of Presbyterian-St. 
Luke’s Hospital. Nine floors of the 
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—WELTON BECKET AND ASSOCIATES 


ST. JOSEPH HOSPITAL, Burbank, Calif., will begin construction of a $4 million wing and 
chapel early this year. The fully air-conditioned 190-bed wing will have six levels. An addi- 
tional level, to house 66 medical-surgical beds, will be added in the future. The new wing 
will be joined to the existing five-story building by a glass-enclosed bridge. The second floor 
surgical suite will contain eight major operating rooms including one designated for open 
heart surgery. The nursing units on the top three floors are designed on the central utility 
core, double corridor plan, with patient rooms around the periphery. 
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—HARRISON AND ABRAMOVITZ 


(LEFT) A 20-STORY RESIDENCE for nurses at Memorial Sloan-Kettering 
Cancer Center, New York City, is scheduled for completion in March 
1962. The $5 million structure, started in November 1960, will con- 
sist of 74 one-room studio apartments and 74 living room-bedroom 
apartments, and will provide inexpensive housing for 222 nurses. The 
exterior of the building pictured will be glass, white brick, aluminum 
and limestone, and each apartment will have its own balcony. Con- 
struction is part of a five-year, $40 million development program 


structure have been completed, 
and six more, containing patient 
units, will be added in the future. 
The existing nine floors contain 
laboratories, eight surgical suites, 
and surgical observation galleries. 

Chicago—A newly completed 
eight-story addition to Louis A. 
Weiss Memorial Hospital was dedi- 
cated in November. The Maribel 
and Harry Blum Pavilion is mod- 
ern in style and design, and pro- 
vides space for an expanded clinic, 
enlarged blood bank, and an ad- 
ditional 31 hospital beds; estab- 
lishment of professional service 
building facilities; integration and 
expansion of administrative, phar- 
maceutical and medical records 
departments, and expansion of 
specialized laboratory, x-ray and 
physical therapy facilities for out- 
patients. 


Maryland 


Baltimore—The construction of 
a new Mercy Hospital building at 
the total cost of $8,640,000 is 
underway. The exterior of the 19- 
story, 350-bed hospital will be of 
gray “self washing” brick. The 
entire building will be air con- 
ditioned, and all patient rooms 
will be on the perimeter of the 
building. There will be a central 
service core from which patient 
service will be directed and dis- 
pensed. 
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Michigan 


Escanaba—Remodeling work on 
St. Francis Hospital will provide 
an additional 185 beds. Included in 
the project will be a _ pediatrics 
department with 35 beds. 


Minnesota 


Minneapolis—A $1.1 million ex- 
pansion and remodeling program 
which will increase patient capac- 
ity by 40 per cent was begun by 
Eitel Hospital last October. An 
eight-story tower, a_ three-story 
wing and modernization of present 
facilities are expected to be com- 
pleted by early 1962. New patient 
service facilities will include six 
new operating rooms, enlarged 
and remodeled laboratory and 
x-ray facilities, and a remodeled 
and enlarged obstetrical suite. 
When completed, the hospital will 
have an additional 40 patient beds, 
bringing the total patient capacity 
to 140 adult beds and 20 bassinets. 


Missouri 


Kansas City—Menorah Medical 
Center’s expansion plans include 
a $1.25 million addition that will 
add 50,000 square feet of floor 
space on two levels. Construction 
will begin this month on the two- 
level addition which will include 
a large research laboratory and a 
rehabilitation center for physically 





marking the 75th anniversary of the center. (RIGHT) TEMPLE UNIVER- 
SITY MEDICAL CENTER, Philadelphia, Pa., has begun construction of 
this $4.5 million windowless research building. The nine-story struc- 
ture, to be known as the Temple University Medical Research Building, 
has movable wall partitions which will enable scientists to change 
any room to any size in multiples of four feet, up to 44 feet. Air 
conditioned throughout, the design also simplifies control of environ- 
mental conditions when necessary. 


handicapped and psychiatric pa- 
tients. 

Smithville—A new 65-bed 
Smithville Community Hospital, 
the nucleus of a medical complex, 
is now under construction and 
should be completed by early 1962. 
The new facilities will represent a 
cost of approximately $1 million. 


New Jersey 


Cedar Grove—Construction of 
an addition to the reception build- 
ing at Essex County Overbrook 
Hospital has been started. The new 
wing is to cost $418,000. A $1 mil- 
lion addition to the administration 
building is already under construc- 
tion. 

Livingston—Construction began 
at the end of last year on the $9 
million St. Barnabas Medical Cen- 
ter. The structure includes a $4 
million atomic fall-out shelter, 
which comprises the first two sub- 
ground level floors of the center. 
The shelter contains 12 operating 
rooms, decontaminating facilities 
and storage space for one month’s 
supply of food and water, for 1000 
people. The normal capacity of the 
hospital will be 600 patients. Other 
features of the center will include 
a day nursery for children of staff 
members, and facilities for mothers 
to take care of their own new-born 
infants in their rooms. 

Plainfield—A new diagnostic 
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wing, now being built as part of 
Muhlenberg Hospital’s $3 million 
expansion program, will be com- 
pleted by mid-September 1961. 
The two and one-half story addi- 
tion, which will bring the building 
to six stories, will be finished by 
December 1961. 


New York 


White Plains—The construction 
of a $2.6 million four-story wing at 
St. Agnes Hospital will begin this 
spring. The project is scheduled to 
be completed in 1962. The new 
structure, which is almost double 
the size of the present facilities, 
will provide for approximately 100 
new beds. Extensive alterations 
will also be made within the exist- 
ing building. 


Ohio 


Cincinnati—More than $7 mil- 
lion in new facilities at Longview 
State Hospital were dedicated at 
the end of last year. The project 
includes a Psychogeriatric Center, 
which houses nearly 750 older pa- 
tients; a new reception center with 
facilities for intensive treatment 
for new patients, and a modernized 
children’s ward to house approxi- 
mately 20 disturbed children re- 
quiring special care. 


Ontario 


Trenton—Patient accommoda- 
tions will double at the Trenton 
Memorial Hospital upon comple- 
tion of new additions to existing 
buildings. The new buildings will 
increase capacity from 68 to 137 
beds, and will include x-ray, au- 
topsy, physiotherapy, emergency 
and laboratory departments. The 
new buildings, and renovation of 
the old buildings, will be completed 
by July 1961. 


Oregon 


Portland—Emanuel Hospital has 
announced plans for a new $856,- 
500 convalescent rehabilitation 
center, an addition which would 
emphasize the care of the chroni- 
cally ill and the aged and infirm. 
Construction is expected to be 
underway by next May or June 
and completed the following year. 
The center will be a five-story and 
basement addition attached to the 
present north wing. It will accom- 
modate 60 patients. 


Pennsylvania 


Philadelphia—The Lillian Wur- 
zel Institute for Research and 
Training at the Philadelphia Psy- 
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chiatric Hospital was dedicated last 
November. The modern air-con- 
ditioned building is a self-contained 
unit housing all research and train- 
ing facilities. 


Quebec 


Drummondville—Accomodations 
for 129 nurses will be provided at 
Hopital Ste-Croix when a nurses 
residence and school are completed. 
The nurses residence will provide 
living quarters, classrooms, labora- 
tories, dining room facilities and 
an auditorium for the teaching of 
nurses training. 


South Carolina 


Allendale—Plans have been 
approved for the expansion of 
Allendale County Hospital. The 
expansion program calls for an 
extension on the front of the build- 
ing, giving a larger and more com- 
fortable waiting area, an adminis- 
tration office and a larger business 
office. A second addition will house 
a new kitchen, dining room, lab- 


oratory, x-ray department, emer- 
gency room and central sterile 
supply. 


Texas 


Houston—A $5.8 million remod- 
eling and expansion project is 
planned for the Veterans Adminis- 
tration Hospital. The program in- 
cludes the addition of a six-story 
structure to the main administra- 
tion building, the addition of two 
smaller clinics to existing buildings 
and modernization of present facil- 
ities. 

Virginia 


Portsmouth—Construction of a 
$1.7 million addition to Portsmouth 
General Hospital, to be completed 
in the summer of 1962, began last 
October. The new five-story wing 
will accommodate 84 patients in 
54 private and semiprivate rooms, 
bringing the hospital’s capacity to 
250. The wing will house a new 
laboratory, new and larger emer- 
gency room, an enlarged blood 


SYRACUSE (NEW YORK) COMMUNITY HOSPITAL, shown here with its neighboring nursing 
school, will be completed in 1962. The 300-bed center will have a new type of central air- 
conditioning unit which reduces the cost of providing individual control of temperature in 
patient rooms. Other features of the hospital include piped-in oxygen and a vacuum outlet 
for each room, individual radio and television controls, automatic doors and a pneumatic tube 
system. The five-story center is designed for future expansion to a 500-bed hospital. 
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—CROW, LEWIS AND WICK 


VICTORY MEMORIAL HOSPITAL, Brooklyn, N.Y., will more than double its existing facilities 
with the completion of a four-story addition next April. The $1.8 million structure will pro- 
vide the hospital with a total of 130 patient beds, along with complete auxiliary facilities, 
including operating, delivery, recovery and special therapy rooms. The south side of the new 
building features a limestone exterior with aluminum curtain wall windows, housing special 


patient solaria which overlook a golf course. 
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bank facility and four additional 
operating rooms. 
Washington, D.C. 
An addition to the George Wash- 
ington University Hospital will 


begin this year. It is part of a 
large-scale project expected to be 
completed in 1970. The $3 million 
addition, to be named The Eugene 
Meyer Pavilion, will make possi- 


ble the addition of 100 beds, new 
operating room facilities, expanded 
emergency rooms, expansion of 
pediatrics, and research, teaching 
and service laboratories. 





ASSOCIATION SECTION 





COMMITTEE ON NOMINATIONS 


In accordance with the Bylaws of 
the American Hospital Association, 
the members are hereby notified of 
the forthcoming meetings of the Com- 
mittee on Nominations, Feb. 1-2, 1961, 
from 11 a.m. until 12 noon each day, 
at the American Hospital Association 
Headquarters Building, Gold Room, 
840 North Lake Shore Drive in Chi- 
cago. 

Association members may submit 
names to the committee for consider- 


ation. Officers to be nominated are a 
president-elect, a treasurer, and three 
members of the Board of Trustees, 
each for a three-year term. The com- 
mittee will also nominate four Dele- 
gates at Large, each for a three-year 
term. The committee will meet again 
in conjunction with the 1961 annual 
convention, at which time a final slate 
of candidates will be presented to the 
House of Delegates for consideration. 

The chairman of the Committee on 
Nominations is Albert W. Snoke, M.D., 
director of Grace-New Haven Com- 


munity Hospital, 789 Howard Avenue, 
New Haven 4, Conn. Other committee 
members are Ray Amberg, University 
of Minnesota Hospitals, Minneapolis 
14, Minn.; Rev. Bolton Boone, Meth- 
odist Hospital, Dallas 22, Tex.; Mar- 
shall I. Pickens, Duke Endowment, 
Charlotte 2, N.C.; Frank C. Sutton, 
M.D., Miami Valley Hospital, Dayton 
9, Ohio; Tol Terrell, Shannon West 
Texas Memorial Hospital, San Angelo, 
Tex.; and G. Otis Whitecotton, M.D., 
Highland-Alameda Hospital, 
Oakland, Calif. 


County 








CURRENT LISTINGS OF 
NEW ASSOCIATION MEMBERS 





NEW INSTITUTIONAL MEMBERS 


ALABAMA 
U.S. Army Hospital, Redstone Arsenal. 
ALASKA 


5010th USAF Hospital, Fairbanks. 
ARIZONA 


Benson Hospital, Benson. 
Community Hospital, Chandler. 
U.S. Army Hospital, Navajo Ordinance 
Depot. 
U.S. Army Hospital, Fort Huachuca. 
Payson Clinic-Hospital, Payson. 
Palo Verde Hospital, Tucson. 
U.S. Army Hospital, Yuma. 
CALIFORNIA 
U.S. Army Hospital, Camp Irwin. 
U.S. Army Hospital, Fort MacArthur. 
The Westwood Hospital, Los Angeles. 
Maryknoll Hospital and Sanatoriur:. Mon- 
rovia. 
Mission Road Sanatorium, Niles. 
Community Hospital of Santa Cruz, Santa 
Cruz. 
U.S. Army Hospital, Sierra Ordinance 
Depot. 
South Coast Community Hospital, South 
Laguna. 
COLORADO 
3415th USAF Hospital, Denver. 
CONNECTICUT 
Connecticut Blue Cross, Inc., New Haven. 
RIDA 


Hillsborough County Hospital and Nursing 
Home, Tampa. 
SAS 
, Dighton. 
IANA 
Haynesville General Hospital, Haynesville. 
Welsh General Hospital, Welsh. 
MICHIGAN 
General Hospital Company of Iron River 
District, Stambaugh. 
NEW MEXICO 
Indian Health Area Office, PHS, Albu- 
querque. 


KAN 
Lane County Hospital 
LOUIS 


OHIO 
St. John Hospital, Steubenville. 
OKLAHOMA 
Bartlett Memorial Hospital, Sapulpa. 
SOUTH DAKOTA 
U.S. Army Hospital, Black Hills Ordi- 
nance Depot. 
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TEXAS 
U.S. Army Hospital, Camp Wolters. 
Gulf Coast Medical Foundation, Wharton. 
UTAH 
U.S. Army Hospital, 
Ground. 


Dugway Proving 


WASHINGTON 
U.S. Army Hospital, Camp Hanford. 
WISCONSIN 
St. Mary’s Kewaunee Area 
Hospital, Kewaunee. 
CANAL ZONE 
Chief Surgeon, U.S. Army, Carribbean, 
Fort Amador. 
ARGENTINA 
Ministerio de Asistencia Social y Salud 
Publica, Buenos Aires. 
CANADA 
IODE Memorial Hospital and Essex Coun- 
ty Sanatorium, Windsor, Ont. 
EUROPE 
Chief Surgeon, U.S. Army, Europe, APO 
403, New York. 
NDIA 


! 
U.S. Technical Cooperation Mission to 
India, New Delhi. 
MEXICO 
Hospital Santa Margarita, Guadalajara. 
THAILAND 
Mission to 


Memorial 


U.S. Operations 
Bangkok. 


Thailand, 


‘ 
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Introducing the authors 
(Continued from page 13) 


serves as assistant professor of 
surgical nursing at the University 
of California School of Nursing, 
Los Angeles. 

Miss Skinner began her career 
in orthopedic and rehabilitation 
therapy in 1940, following gradu- 
ation from the University of Michi- 
gan School of Nursing, Ann Arbor. 
During the next 10 years she 
served successively as instructor, 
assistant professor and supervisor 


of surgical specialities at the Uni- 
versity of Michigan. 

In 1951 Miss Skinner left the 
Midwest for her first assignment 
in California as assistant professor 
of surgical nursing at the UCLA 
School of Nursing. In the 1950's 
Miss Skinner was also associated 
with the Veterans Administration 
as specialist in nursing education 
at the association’s Washington 
office. 

Miss Skinner has served on 
numerous committees of national, 
state and local nursing and health 
associations. 

She is a member of the Ameri- 
can Nurses’ Association and the 
National League for Nursing. 


sien 


The law in brief 


(Continued from page 93) 


In the profession of law, an ethi- 
cal question arises when there is a 
conflict between the lawyer’s duty 
as a citizen and as his client’s 
counsellor. In Kentucky, a case 
evolved because the attorney, con- 
sulted in his professional capacity, 
informed his client that he had no 
claim under his insurance cover- 
age. The client sued anyway, en- 
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gaging other counsel, and his initial 
attorney was called as a defense 
witness. The ex-client protested 
that his communications with the 
lawyer-witness were confidential 
and enjoyed the protection of privi- 
legedi confidences, The court ‘ow- 
ever, replied that the conf ial 
privilege enjoyed by a clien! re) 
has confided in his attorney ..ves 
not protect the client in future 
transactions where the client has 
sought advice regarding contem- 
plated commission of a crime or 
perpetration of a fraud. Therefore, 
the attorney was allowed to testify 
in order to prevent the use of the 
privilege barrier from disclosing 
criminal or fradulent intent on the 
part of the client. Presumably, the 
same rule might be applied to phy- 
sicians and to hospital personnel 
if the privileged communications 
laws are applicable to hospitals in 
a given jurisdiction. Fidelity-Phe- 
nix Fire Insurance Co. of New 
York v. Hamilton, 29 Law Week 
2222 (Ky. App., 1960). 





Hospital association meetings 


(Continued from page 6) 


1 Hospital Librarianship, Chicago 
(AHA Headquarters) 

l sonar Hospital Conference 
Memphis (Municipal Auditorium) 
Association of Western Hospitals 
San Francisco (Civic Auditorium) 
Nursing Inservice Programs, New 
York City (Sheraton-Atlantic Hotel 
Medical Record Librarians, on Prin- 
ciples of Medical mentee herr 74 
ment (Advanced), 

Headquarters) 

National Association for Practical 
Nurse Education and Service, De 
troit (Statler Hilton Hotel) 

Hospital Engineering, Dallas, Tex. 
(Adophus Hotel) 

Iowa Hospital Association 
Moines (Fort Des Moines Hotel) 

8 Midwest Hospital Asso ion, 
sas City (Municipal Auditori jum) 


MAY 


Tri-State Hospital Assembly, Chicag 
(Palmer House) 

Hospital Organization, New York 
(Sheraton-Atlantic Hotel) 

Nursing Home Administration, Oma- 
ha, Nebr. (Sheraton-Fontenelle Hotel) 
Upper Midwest Hospital Conference 
St. Paul 

Massachusetts Hospital 
Boston (Statler Hotel) 
Texas Hospital Association, 
(Memorial Auditorium) 
Hospital Dental Service (Basic), Bos 
ton (Somerset Hotel) 
Occupational Therapists, 
ton, D.C. (Willard Hotel) 
Hospital Association of New York 
State, Atlantic City, N.J. 


Assembly, 


Dallas 


Washing- 


JANUARY I, 1961, VOL. 35 


J Middle Atlantic Hospital Assembly, 
Atlantic City, N.J. (Convention Hall) 
New Mexico Hospital Association 
Albuquerque (Western Skies Hotel 

) Evening and Night Nursing Service, 
Detroit (Pick-Fort Shelby Hotel) 

5 Shared Dietitian and Dietary Con- 
sultant, Chicago (AHA Headquarters 
Credits and Collections, Atlanta 
Cavs y Seco Hotel) 

snnessee Hospital , Associ 


atic n, Gat 


ation, 
j 
A} 


N Vewcastl n 1e-{ 
5-7 Hospital insteaiiaes Sideaaed, 

cago (AHA Headquarters) 

M e Hospital Associati 

Patterns and Principles for er 

Leaders, Washington, D.C Will 

Hotel) 

Nursing Service Supervision, C) 

(A -_ Heac iq 


l Admtnletrctocs’ Secretaries, 
(AHA Headquarters) 
a Pharmacy (Genera! 
N.Y. (Siena College) 
pa ceased Convention of X-ray 
Technicians, Montreal (Queen Eliza 
beth Hotel) 
Executive Development of Depart- 
mental Directors, ( (AHA Head- 


quar 


ux du Quebe 


Staaten (Show Mart) 


29 Supervision, Little Rock 
of Arkansas Medical Center) 

30 American Medical Association, New 
Yai (Ccteeaias 
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A press code helps strike a public 


relations balance 


(Continued from page 41) 


sent.” This is a fine expression of 
the cooperation which must exist 
between news media and hospitals. 
Once the doctor’s name is released 
so the newsman can get “further 
information,” only a strong spirit 
of cooperation prevents the re- 
porter from using that name in 
his story. 

The public release of patient 
information hinges on one very 
important factor: The patient must 
be newsworthy. If a patient be- 
comes ill in his home, if he is not 
involved—however inadvertantly 
—in a newsworthy event or other 
public demonstration of his illness, 
or if he is not a well known per- 
son, then the hospital is justified 
in protecting his privacy. 

However, if he is stricken in 
some spectacular event, such as 


an auto accident, explosion, wind- 
storm, or other accident which 
would bring public agencies to his 
assistance, he suddenly becomes 
“news”. The community and the 
press have a legitimate interest 
in his condition. 

The hospital spokesman’s task is 
to provide facts that will help re- 
porters interpret the hospital’s 
role in the community. A press 
code helps hospitals maintain a 
sense of balance between their ob- 
ligations to patients and staff and 
those to reporters. ” 


REFERENCES 

Code of Cooperation. Denver Colorado 
State Medical Society and Colorado Hos- 
pital Association, 1955 revision. 

A Code of Cooperation. Columbus, Ohio, 
Academy of Medicine, Columbus District 
Academy of Osteopathic Medicine and 
the Columbus Hospital Federation, circa 
1952. 

Release of Information to Press, Radio and 
= levision. Chicago, University of Illi- 
npis Hospitals, 1957. 

Hospital-Press Handbook. Syracuse, The 
Syracuse, New York, Hospital Council, 
1958. 

Code for Newspapers, Radio Stations, Doc- 
tors, Hospitals. East Lansing, Michigan 
State Medical Society, 1958. 

Better Hospital-Press Relations. Gaines- 
ville, University of Florida Teaching 
Hospital and Clinics, 1959. 

Guide for Releasing Information. Portland, 
University of Oregon Medical School, 
19 


59. ; 
Press Guide. Ann Arbor, The University of 
Michigan Medical Center, 1960 revision. 





Opinions and ideas 


(Continued from page 28) 


This information is transmitted 
to you so that your readers may 
be properly informed of the func- 
tions of the listing of foreign med- 
ical schools that the AMA main- 
tained and which was officially 
discontinued in January of this 
year.—GEORGE X. TRIMBLE, M.D., 
director of medical education, 
Memorial Hospital of Long Beach 
(Calif.). 
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Acknowledgement of “sin 


Dear Sir 

In your dissertation anent the 
poor reader (an editorial on acro- 
nyms published in the Aug. 16, 
1960, issue of this Journal) you 
omitted any mention of micronyms 
used by people who sign their 
names jeh and cy.—RONALD YAw, 
director, Blodgett Memorial Hos- 
pital, Grand Rapids, Mich. 

Editor’s note: jeh (James E. 
Hague) and cy (Edwin L. Crosby, 
M.D.) admit the error of their 
micronymic ways. ba 
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Classifications: Classified advertis- 
ing accepted to run under the fol- 
lowing headings: 1—Services; 2— 
Instruction; 3— Wanted; 4— For 
Sale; 5—Positions Wanted; 6—Posi- 
tions Open; 7—Miscellaneous. 

Transient Rate: Thirty-five cents a 
word; minimum charge $5.00 per 
insertion. 

Contract Rate: Six-point body 
lines, 13 pica columns, $1.60 per 
line; eight-point display lines $2.00 
per line. Five per cent discount for 
twelve-insertion contracts with no 
change of copy. Ten per cent dis- 
count for twenty four-insertion con- 
tracts with no change of copy. 





INSTRUCTION 


UNIVERSITY OF OSLO INTERNATIONAL 
SUMMER SCHOOL offers again: 

CAL CARE AND PUBLIC HEALTH 
SERVICES IN NORWAY. Planned for 
physicians, dentists, health administrators, 
nurses, social workers. (Registration lim- 
ited) July 1-28, 1961. Write: Oslo Summer 
ae Admissions Office, Northfield, Min- 
nesota. 


FOR SALE 


ONE 22000 GALLON ALL STEEL WATER 
TOWER: One 25 HP 3” pump, Two 10 HP 
2” pumps, One 5 HP 114” pump. In excel- 
lent condition. Brunswick Hospital Center, 
Inc., 366 Broadway, Amityville. 


POSITIONS OPEN 


ASSISTANT DIRECTOR OF DIETETICS: 
A staff position is currently available in 
the Department of Dietetics. The incum- 
bent will be responsible for the prepara- 
tion of foods and the methods of presenta- 
tion for patient and personnel meals as 
well as development and testing of recipes. 
Coordinates activities within the depart- 
ment to insure that menus are practical 
and acceptable from the standpoint of all 
pertinent consideration. This position de- 
mands a vivid imagination in the creative 
food fieid with a full understanding of food 
production methods and techniques. Basic 
qualifications: Three years administrative 
experience in creative menu planning, 
food preparation and personnel manage- 
ment. Must be a member of the Ameri- 
can Dietetic Association. Starting salary 
$6,228 00—$7,200.00 commensurate with 
background. Submit detailed resume to: 
Mr. E. Morrison, Cleveland Metropolitan 
General Hospital, 3395 Scranton Road, 
Cleveland 9, Ohio. 


ASSISTANT DIRECTOR: Gynecologic and 
Obstetric Nursing, approximately 200 beds 
including 66 bassinets. Master’s degree in 
Nursing Service Administration. Obstetri- 
cal nursing experience desirable. Salary 
commensurate with experience and quali- 
fications. Progressive personnel policies. 
Write to Director, School of Nursing and 
Nursing Service, The Johns Hopkins Hos- 
pital, Baltimore 5, Maryland. 


SOCIAL SERVICE WORKER: Previous ex- 
perience preferred—526 bed fully accred- 
ited general hospital. Salary commensurate 
with ability and background. Excellent 
personnel policies and fringe benefits in- 
cluding Accident & Illness and Life Insur- 
ance. Apply to Personnel Director, St. 
Elizabeth Hospital, 1044 Belmont Avenue, 
Younestown 4, Ohio. 


DIETITIAN: 150 bed general hospital lo- 
eated in Southern California. smog free 
area. Salary open. Address HOSPITALS, 
Box K-30. 
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Anacortes Hospital District no. 2 of Skagit 
County is accepting applications for a hos- 
pital ADMINISTRATOR of a new fifty bed 
general hospital and convalescent unit to 
be built in 1961 in Anacortes, Washington. 
Probable starting date for the administra- 
tor will be about September 1961. Antici- 
pated opening of the new hospital in Feb- 
ruary 1962. Please submit application in 
writing with three letters of recommenda- 
tion to: William V. Long, M.D., Secretary 
Hospital Distrit no. 2 Skagit County, Ana- 
cortes, Washington. Salary to be deter- 
mined. 


ASSISTANT DIRECTOR: Medical-Surgi- 
cal Nursing, approximately 400 beds in- 
cluding metabolism unit and general re- 
covery room. Master’s degree in Nursing 
Service Administration and/or Medical- 
Surgical Nursing. Salary commensurate 
with experience and qualifications. Fro- 
gressive personnel policies. Write to Di- 
rector, School of Nursing and Nursing 
Service, The Johns Hopkins Hospital, 
Baltimore 5, Maryland. 


DIRECTOR OF NURSING: Position avail- 
able for mature person to take complete 
charge of Hospital Nursing Department. 
Must be capable of accepting responsi- 
bility and well versed in new trends and 
departmental organization. Hospital lo- 
cated in small rural community approxi- 
mately 45 miles from Rochester and Buf- 
falo, N.Y. alary commensurate with 
abilities. Excellent chance for advance- 
ment. Repl to Administrator, Medina 
Memorial ospital, Medina, New York, 
giving full resume of experience & quali- 
fications. 


ADMINISTRATIVE ASSISTANT: Zxcel- 
lent opportunity for recent hospita) ad- 
ministration graduate to develop ad:ninis- 
trative skills as evening administrator 
under aegis of F.A.C.H.A. Full responsi- 
bility gradually assumed with guidance of 
top administrative staff. Rewarding salary 
and perquisites. Write: Robert Markowitz, 
Assistant Director, Mount Sinai Hospital, 
2750 W. 15th Place, Chicago 8, Illinois. 


EXPERIENCED REGISTERED MEDICAL 
RECORDS LIBRARIAN to head depart- 
ment in 155 bed accredited general hospi- 
tal. Sala. y open. 40 hour week—liberal 
fringe benefits. City of 40,000—-located on 
Puget Sound. Contact: Administrator, 
General Hospital of Everett, 1321 Colby 
Avenue, Everett, Washington. 


ASSISTANT DIRECTOR MEDICAL REC- 
ORD DEPARTMENT. Must be registered 
or eligible for registration. 481 bed general 
hospital. Good personnel policies, pleasant 
working conditions, opportunity to work 
with P.A.S. Salary * mmensurate with 
experience. Write Mr vames Dunlop, Ad- 
ministrator, Bridgeport Hospital, Bridge- 
port, Connecticut. 




















MALE R.N. with psychiatric experience. 
Beginning salary up to $6,540 per annum 
in accordance with training and experi- 
ence. Periodic salary increase on merit. 
Retirement, social security, group dis- 
ability, vacations, sick leave, and other 
fringe benefits. R. R. Cameron, M.D., Su- 
perintendent, Security Mental Health Hos- 
pital, Box B, Anamosa, Iowa. 


Female Help Wanted: DIETITIANS—(a) 
for Therapeutic—(b) for Main Kitchen 
Food Production. Must be A.D.A. and pre- 
fer experienced. 300 bed hospital, adjacent 
to University of Pittsburgh. Housing fa- 
cilities available. Excellent personnel poli- 
cies. Salary open. Address HOSPITALS, 
Box K-32 


MEDICAL RECORDS LIBRARIAN. MUST 
BE REGISTERED. Complete charge of de- 
partment in 230 bed general hospital. Must 
have had sufficient supervisory experience 
to direct activities of the department. Ex- 
cellent opportunity. Contact Administrator, 
Sewickley Valley Hospital, Sewickley, 
Pennsylvania. 











STAFF NURSE: California Registered or 
eligible. 40 bed general hospital. Beautiful 
San Joaquin Valley. Top Salary with ex- 
cellent personnel benefits and working 
conditions. 40 hour week. Write for full 
information, Ralph M. Darnan, Adm., 
oe aa District Hospital, Coalinga, Cali- 
ornia. 





OUR 63rd YEAR 


WOODWARD 
So V.Wabavh-Chicaon 1! 


ADMINISTRATORS: (a) Dir med educ, 
full accred 350-bd hsp w/lge intern & res 
prog; $15-$18,000, S. (b) Lay director, In- 
stitutions & Depts, units housing 5,500 pa- 
tients; trnd in bus or hsp adm at accred 
coll or univ; to $22,000; MW. (c) 750-bd 
full accred gen hsp, excel facils; about 
$15,500 1st yr; lge town, about 200,000; 
MW. (d) W/min 5 years of exper in field; 
adm 130-bd gen hsp full accred; $10,000; 
Central. (e) Assistant w/good exper; 275- 
bd hsp and cl; about $10-$12,000; Calif. (f) 
Asst dir; 700-bd full apprvd; able assume 
duties of adm during his absence; $12,000, 
increases $14,000; nr Detroit. (g) Asst, new 
post; 300-bd full accred gen; expandg; 
univ resort city; S. (h) Adm asst, w/de- 
gree in HA; hd purchasng dept & other 
— 250-bd JCAH hsp $6,500 & increases; 


ADMINISTRATIVE POSTS: (i) Compt; 
able organizer, well versed in _ fiscal 
mangmnt, pref CPA; 350-bd full accred 
techng hsp; univ city; So-central. (j) Fund 
raiser, exper; new 125-bd gen hsp; up 
from $7,500; nr Chgo. (k) Personnel dir; 
qual to establ dept; exec level; 650-bd 
JCHA hsp; 2 units; reqs male, under 40, 
pref coll grad w/wide pers exper, univ 
city; E. (1) Public relations dir; to dir 
prog 600-bd full apprvd hsp for several 
yrs then assume same duties for sev assoc 
smaller hsps; to $12,000; reqs hsp exper; 
Central 

ANESTHETISTS: (a) Join 1 other in very 
mod dept, 150-bd gen hsp; excel surg staff; 
to $8400; sm twn; So. (b) Dept dir by 
MD; vol gen hsp 250 bds; $7200 plus call; 
lovely resort city 40,000; N. Engl. (c) Join 
3 in busy dept, lge clin grp w/excel hsp 
affil; $7200; coll city; MW. (d) Vol gen 
hsp 75 bds; $8400; lovely NW twn 8500. 


DIRECTOR OF NURSES: (a) MS pref to 
have full chge dept, supv 450 empl; lge 
long term facil; to $12,000; E. (b) Dir sch, 
serv, 350-bd gen hsp; 100 stud in NLN 
school; prog city, med ctr 150,000; So. (c) 
Serv only, 130-bd gen hsp, apprv’d JCAH; 
supv 150 in busy dept; min $7200; Cal. (d) 
Req’s superior RN, MS, 5 yrs supv exp to 
hd serv, educ, 400-bd univ affil gen hsp; 
$7200, full mtce; MW city 400,000. 


EXECUTIVE HOUSEKEEPER: (a) Supv 
staff of 70 in busy dept, fully apprv’d vol 
gen hsp 400 bds; or more; East. (b) 
Gen hsp 300 bds; vic $4800; lovely lge Cal 
city. (c) Supv nearly 200 in very lIge 
univ affil gen hsp; yr round resort city, 
SE. (d) Qual hd dept, supv hskpg in 6 
cottages & 400-bd gen hsp; to $6000; resid 
suburb Chgo. 

PHARMACISTS: (a) Full chge, 150-bd 
hsp & affil clin grp; to $9600; Cal. (b) 
Also ass’t in hsp purch & will train if nec; 
100-bd apprv’d gen hsp; $6000 up; lIge 
univ city, E. (c) Ass’t Chief; fully apprv’d 
gen hsp 400 bds; $6800; ocean resort city; 
SE. (d) Chief; apprv’d 150-bd gen hsp; 1 
ass’t; $6800; SW agric area; twn 20,000. 
PHYSICAL THERAPISTS: (a) Chief; all 
new, excel facil; 300-bd apprvd gen hsp; to 
$7400; univ city 100,000; So-central. (b) 
Hd dept, 150-bd gen hsp; vic $7200; agric 
twn 15,000; MW. (c) Full chge well estab, 
active dept, 150-bd gen hsp; $6800, possibly 
percentage as dept again devel; lovely 
Pac NW city. (d) Full chge, 300-bd vol 
gen hsp; impor Univ med ctr; E. 


DOROTHEA BOWLBY ASSOCIATES 


8 South Michigan Avenue Chicago 3, Ill. 
Suite 603—ANdover 3-5293 
Dorothea Bowlby, Director 

A Specialized Employment Service for 

Medical and Hospital Personnel. (Men 

and Women.) For Administrators, Person- 

nel Directors, Business Managers, Dieti- 
tians, Physicians, Directors of Nurses, 

Physical Therapists, Occupational Thera- 

ists ... Engineers, Plant Superintendents, 
harmacists, Medical Record Librarians, 

Anesthetists, Public Relations Directors, 

Housekeepers, Bacteriologists, Biochemists, 

Medical Technologists, X-Ray Technicians, 

Food Service Managers. All inquiries from 

applicants are kept strictly confidential. 


HOSPITALS, J.A.H.A. 








DIETITIAN: 133-bed General hospital; ap- 

roved by the JCHA and by the AMA. 
Fully air-conditioned, 1 hour from Beach 
Resorts. Salary Open. Virginia Henderson, 
Administrator, San Bernardino Community, 
1500 West 17th Street, San Bernardino, 
California. 


STAFF PHYSICAL THERAPIST. Willing 
to consider recent graduate. In and out- 
Patient work. Well equipped department. 
Good starting salary. Write to the Assistant 
Administrator, Memorial Hospitai, Casper, 
Wyoming. 








PERSONNEL DIRECTOR: Male, college, 
680 bed general eastern hospital. Wide 
experience. All phases personnel work re- 
quired. Salary open. Address HOSPITALS, 
Box K-31. 


STAFF PHYSICAL THERAPIST. 475 bed 
general hospital associated with Medical 
College of Ga. Large growing medical cen- 
ter. Liberal benefits. Salary commensurate 
with experience. Contact Reuben Jordan, 
Personnel Director, University Hospital, 
Augusta, Georgia. 





DIRECTOR OF NURSING: Children’s Re- 
habilitation Center. Apartment available; 
near N.Y.C. Excellent staff. Write: Execu- 
tive Director, Blythedale, Valhalla, N.Y. 


PHYSICAL THERAPIST for 250 bed gen- 
eral hospital. Well equipped, active depart- 
ment. Fifteen minutes from Washington, 
D.C. Write to Administrator, Arlington 
Hospital, Arlington 5, Virginia. 





ASSISTANT ADMINISTRATOR: 260 bed 
general hospital. Require course graduate 
with some experience. Contact: Donald E. 
Gilbert, Administrator, Brockton Hospital, 
680 Centre Street, Brockton, Mass. 


THE MEDICAL BUREAU 
Burneice Larson, Chairman of the Board 
900 North Michigan Ave. 

Chicago 11, Illinois 
ADMINISTRATORS: (a) M.D. Adm. 250 
bed hsp. near Pacific Ocean, Calif. $15,000 
plus; (b) Adm. 350 bed hsp. East Coast; 
top salary; (c) Adm. 115 bed hsp. Ohio, 
$11,000; (d) Adm. also charge x-ray-lab. 
small brand new hsp; S.W. $7500 plus; 
(e) Asst. Adm., exp. purchasing, person- 








| 


nel; good opport. for growth; $7200 up, E; 
Adm., 150 bed hsp. Iowa; $8-12,000; 
1-1 

ADMINISTRATIVE PERSONNEL: (a) 
Controller, brand new modern hsp 125 
beds, expansion to 360; $8-10,000; M.W. (b) 
Purchasing Dir., oversee expenditures for 
group of hospitals; to $9500; E.; (c) Per- 
sonnel Dir. 560 bed hsp., Mid-central; 
$8000; (d) Food Service Director, 500 bed 
hsp; $10,000, West; (e) Adm. Asst. re- 
sponsible for purchasing, 250 bed hsp.; 
Iowa, $6500; HI1-2 


ANESTHETISTS: (a) Anes.-Adm., 36 bed 
new modern hsp, seashore resort, Hawaii; 
(b) Join another for complete coverage 
85 bed hsp. on 7 acres land, Texas; excel- 
lent financial opport.; (c) Anes. fee basis, 
40 bed hsp, SW mountain resort; (d) 
Chief anes, 200 bed hsp., resort college 
town, Mich. $9-10,000; H1-3 


DIETITIANS: (a) Adm. Diet., new west 
coast hsp. $8000; (b) Chief, 350 bed hsp. 
Pa. $8500 plus; HI1-4 


DIRECTORS OF NURSING: (a) Dir. of 
Nurses, 350 bed renowned hsp.; also act 
as Asst. Administrator, E., $10,000; (b) 
Director, organize nursing service 300 bed 
modern hsp. near San Francisco, to $12,- 
000; (c) Direct nurses, all grad. staff, 100 
bed hsp., leading Fla. seashore resort; 
$7500; (d) Organize new L.P.N. school 
with junior college near Detroit $6-7500; 
similar opport. mountain resort, N.Y.; (e) 
Director of Nurses, brand new 125 bed 
hospital; organize staff, schedule; pur- 
chase equipment, commute Chicago; $8000; 
H1-5 

EXECUTIVE HOUSEKEEPERS: (a) Air- 
conditioned 275 bed hsp., So., all modern 
equip. (b) Beautiful 300 bed hsp. near 
Chicago, $6500; H1-6 

MEDICAL RECORD LIBRARIANS: (a) 
Chief, 500 bed hsp., Texas med. ctr. $7000 
up; (b) Chief, new 300 bed hsp; organize 
dept. Florida seashore, $6-7000; H1-7 


POSITIONS WANTED 








ADMINISTRATOR, N.A.C.H., 38. Male, ex- 
cellent record and references, desires posi- 
tion 50 to 175 bed hospital. Preferably 
east or S. east. Available January 1961. 
Apply HOSPITALS, Box K-29. 





Seven years experience, BUSINESS MAN- 
AGER, ADMINISTRATOR, hospitals, 
clinic, college graduate, married. Address 
HOSPITALS, Box K-28 


THE MEDICAL BUREAU 
Burneice Larson, Chairman of the Board 
900 North Michigan Ave. 

Chicago 11, Illinois 
(a) Adm. F.A.C.H.A., U. of Chicago, 
M.B.A., 15 years exp. 85-150 bed hosps. 
(b) Adm. F.A.C.H.A., Northwestern a 

M.H.A., 10 years exp. 400 bed hsp. 

(c) Asst. Adm. recent course grad.; four 
years exp. dept. head, 200 bed hsp. 

(d) Pathologist, M.S. Path. Dipl., 8 yrs. 
exp. director path. 250 bed hsp; 

(e) Radiologist; Dipl. trained in isotopes; 
4 yrs. director dept., 200 bed hsp. 

(f) Anesthesiologist, 10 yrs. exp. 350 bed 
hsp; teaching exp. also; interested per- 
centage basis. 








OUR 63rd YEAR 


MEDICAL 
RUREAU 


So V.Wabash-thiaen UL. 


RAndolph 6-5682 


ADMINISTRATOR: 36; FACHA; MBA, 
Univ of Chgo; 4 yrs, asst Supt, 350-bd 
hsp; 6 yrs, Adm, 300-bd resrch hsp; seeks 
assn w/lge univ-affil, excl hsp. 


ASSISTANT ADMINISTRATORS: (a) past 
5 yrs, dir, 200-bd gen; seeks superior as- 
sistantshp; MACHA; MBA; MSHA; 40. (b) 
3 yrs, asst, 140-bd hsp; 9 yrs, adm, 100-bd 
hsp; seeks asst adm, lge hsp; any area; 
NACHA; middle 40s. 


ANESTHESIOLOGIST: 35; AOA; 1 yr anes, 
lge grp; passed part I; FACA; seeks hsp 
pos. 


PATHOLOGIST: 3 yrs tchg, 5 yrs chief, 
path, 400-bd hsp; seeks, chief tchg hsp 
or where res prog needs developing; Dipl, 
both branches; late 30's. 


RADIOLOGIST: 31; Dipl diag, ther, and 
isotopes; lic Mich, Calif, Ohio; pref those 
states but consider all, save S. 
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CONTROL 
YOUR 
FOOD 


FRENCH CASSEROLE 


Hall Casseroles make portion control automatic. The 
capacity of the dish assures uniform servings of the 
desired size—no need to depend upon the server's 


skill. Hall ware also provides an opportunity to pre 
are economical recipes which appeal to patients 


par 
Write for Bulletin SM-1. 


THE HALL CHINA COMPANY « EAST LIVERPOOL, OHIO 


The World’s Largest Manufacturer of Fireproof Cooking China 


ter - 


& SHALLOW CASSEROLE 
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SPECIAL CASSEROLE 
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SAF-HANDLE CASSEROLE 


INDIVIDUAL STEW POT 





UNIVERSITY MICROFIL™MS 
313 N FIRST STREET 


ANN ARBOR MICH 


New Approach 
to the PLANNED 
AUTOPSY ROOM 




















The increasingly important role of the 
pathologist ‘in serving modern medical 
science demands adequate, planned 
facilities to perform autopsy and dissec- 
tion procedures. Accordingly, Amsco 
now makes available a fully professional 
service in planning and equipping the 
functional Autopsy-Mortuary Room. 

Backed by an understanding of every- 
day autopsy problems, unique research 
facilities and an unexcelled “‘pool’’ of 
technical equipment . . . Amsco is able 
to plan and equip the room to assure 
the busy pathologist better working con- 
ditions and time-saving, systematized 
work flow. 


Amsco Autopsy Room facilities in- 
clude total planning, an efficient autopsy 
table, mortuary refrigerators, room illu- 
mination, sterilizers, stainless steel case - 
work, body lift, screen, scales, adequate 
ventilation, and other related items. 

A letter or card of inquiry will bring 
a helpful Amsco Technical Projects 
man... and there's no obligation. 

In the meantime write for Bulletin 


MC-587. 


AMERICAN 


STERILIZER 


ERTE* PENNSYLVANIA 


World's largest designer and manufacturer of Operating Tables, Surgical Lights, Sterilizers 
and related technical equipment for hospitals 
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